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Introduction: Healthcare policy in Ireland is in a state of transition due to an increased aging 
population with chronic disease and co-morbidities, demands for services will rise. To help 
reduce pressures on the acute hospital setting, more patients and services are being directed 
towards general practice and primary care services. As Irelands population increases and 
chronic disease becomes more prevalent, demand on limited general practice services will 
increase. Current and future predictions suggest that there are insufficient numbers of existing 
General Practitioners (GPs) available to meet this increased demand. Globally, during times 
of healthcare workforce shortages, various health systems have adopted “task shifting” 
models of healthcare delivery, where certain roles or tasks are undertaken by alternative non-
medical personnel with less education and training, in order to alleviate some of the pressures 
on limited medical personnel. Evidence suggests that there is an appetite among GPs for 
change within other jurisdictions. Nursing roles within general practice are now considered to 
be standard, yet alternative non-medical professional roles have not been explored within an 
Irish context. Non-medical personnel such as Advanced Paramedics (APs) may have the 
capability to provide support to general practice. APs are an untapped resource that may not 
always be utilized to their true potential. Integrating APs into general practice may provide 
much needed support to general practice that may be mutually beneficial for both parties and 
their patients alike.  
Aim: The aim of this study will be to explore GPs attitudes and opinions of integrating 
Advanced Paramedics into rural general practice in Ireland. 
Methods: A sequential explanatory strategy design was adopted, utilising a mixed 
quantitative/qualitative methodology. The first phase of the study (quantitative research) 
employed a quantitative questionnaire designed and distributed to a purposeful sample of GPs 
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attending a rural conference. The interview guide for the second phase of the study 
(qualitative research), was informed by the first phase (quantitative research). Thirteen GPs 
were recruited and participated in an online semi-structured interview. Interviews were 
recorded and transcribed verbatim and analysed utilising thematic analysis.   
Results: Twenty-seven GPs responded to the survey. Response demographics replicate 
previous studies on rural general practice with many participants over sixty years of age. 
Majority of GPs were familiar with AP practice. Most GPs favoured APs performing patient 
assessment and management of a variety of clinical procedures on their behalf in the 
community and within their surgery. Data was scrutinized through thematic analysis and 
categorised into subthemes and three main themes emerged: GPs described the future 
healthcare challenges facing general practice, primary care and paramedicine partnership and 
theory to tangibility where potential opportunities for collaboration and support could be 
exploited.    
Conclusions: This study replicates published research on the challenges facing general 
practice in Ireland. GPs are facing a crisis especially within rural general practice. Despite 
these challenges, GPs remain optimistic and understand that current models are unsustainable 
and will require change to sustain future services. GPs are innovative in their thinking and 
recognise the potential of integrating APs into general practice and collaborating in areas of 
out-of-hours services, home visits, nursing homes and even roles within the general practice 
surgery. GPs believe a future partnership with APs would have to be team based and built 
upon mutual trust. Though GPs and APs dovetail in many facets of mutual patient care, APs 
will have to learn to adapt their approach to general practice for this new partnership to 




CHAPTER 1: Literature Review 
 
1.0 Introduction   
General practice in Ireland may be unsustainable in the future. Population health needs are 
increasing and becoming more complex as people are now living longer than ever before with 
co-morbidities. More services are moving towards general practice and primary care as 
government policy shifts services away from the traditional acute hospital setting. GP 
numbers are not sufficient to meet the current and predicted increase in service demand. 
Healthcare workforce shortage is a global problem, especially within the areas of nursing and 
medicine, and most notably in rural areas. Other jurisdictions have approached this problem 
by introducing allied healthcare workers or non-medical personnel into general practice and 
primary care. Nurses and Paramedics have adopted new roles within general practice in other 
countries to alleviate this problem. Over the years, the nursing  profession in Ireland have 
expanded their roles within many different areas of healthcare including general practice and 
are now accepted as a vital member of the team, however, the role of the Paramedic has not 
yet been explored within an Irish context to date.  
This dissertation will aim to investigate if GPs are ready to explore the concept of integrating 
Advanced Paramedics into general practice that may help support and sustain the future of 







1.1 Workforce Issues  
In 2006, The World Health Organization described healthcare workforce shortages as a crisis 
that would require effective action, based on solid information and reliable research (WHO, 
2006). Information on health workforce shortages is weak, fragmented and largely 
descriptive. For research to be effective it needs to be country-owned and country-led. 
Healthcare workers are now part of a worldwide marketplace placing nations in direct 
competition (Kilavuz, 2018). There is an estimated 2.3 million world-wide shortage of 
nurses, midwives, and physicians especially within developing countries and low paid 
economies (Duvivier et al., 2017). Domestic markets will struggle to train and retain 
sufficient healthcare workers to meet the growing demands on health services in the future 
(O’Hare, 2016). Though Ireland has increased its graduate intake to medical schools over the 
past number of years, there is a shortage of physicians within the Irish health system with an 
over reliance on foreign trained doctors to fill the void (O’Dowd et al., 2017). Doctor 
immigration appears to be driven by enhanced professional opportunities for training, higher 
salaries with better employment opportunities within the host countries while the lack of 
employment opportunities, lower standards of living and poorer wages play a role within the 
home countries (Simoens and Hurst, 2006). Ireland is facing a shortfall of Non-Consultant 
Hospital Doctors (NCHD), and general practitioners with predictions that general practice 








1.2 Health of the Nation  
Irelands demographic and life expectancy is gradually increasing year on year with 4.9 
million people now living in Ireland, an increase of 64,500 since 2017 (Sheridan, 2018). 
Projections estimate a population increase to 6.729 million people with the most significant 
increase within the over sixty fives age group which will rise between 1.392 and 1.451 
million by 2046 (Naqvi and Whelan, 2019). Population growth is rising in Ireland and more 
people are living longer than ever before with these trends forecasted to continue over the 
coming years. Increased population, life expectancy and ageing will place greater demands 
on our health services (Healthcare, 2017).  
“Health” was once defined by the World Health Organization in 1948 as: 
“a state of complete physical, mental, and social well-being, not merely the absence of 
disease or infirmity”(Larson, 1996). 
While we now accept that health is much more complex than this definition, the implications 
upon health service expenditure is still defined by the presence of disease and its impact on 
healthcare services (Healthcare, 2017). The presence of disease within the population is one 
of the clear indicator’s that health services can use to plan and monitor the healthcare needs 
of the people (WHO, 2006). Chronic disease is a major burden on population health and 
expenditure accounting for sixty percent of all deaths worldwide and seventy-six percent of 
deaths in Ireland. Half of the Irish population over fifty report to having two or more chronic 
diseases including cardiovascular disease, chronic obstructive pulmonary disease and 
diabetes (Smyth et al, 2015). Chronic disease healthcare accounted for seventy-six percent of 
all in hospital bed days (1.8 million bed days) either directly or indirectly with longer hospital 
admissions on average (9.9 days) compared to all other patient hospitalisations (8.1 days). In 
2011, the cost of providing acute care for chronic disease in Ireland equated to fifty-five 
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percent (€1.68 billion) of the overall acute hospital budget (Jennings, 2014). Healthcare 
accounts for the second largest national expenditure after social protection, and the treatment 
and management of chronic disease are a major contributing factor to these costs. The 
projected growth in population over the next decade will place substantial demand on 
healthcare services and expenditure (Wren et al., 2017). Patients with four or more chronic 
conditions are five times more expensive to treat. On average, these patients will accumulate 
eleven GP visits per year, three out-patient department visits and three-point five hospital 
admissions. Five percent of these patients with co-morbidities and chronic disease currently 
consume thirty-five percent of all in-patient bed days, therefore targeting those five percent 
could potentially reduce demand on the acute hospital setting (Jennings, 2014). Early 
intervention in exacerbation and close monitoring of chronic disease within the community 
and primary care settings can significantly reduce the burden on the acute hospital system if 
care is received in a timely manner, is accessible and close to the patients home (Force, 
2007). Due to increasing demand on in-patient beds, there may also be a necessity to expedite 
patients through the hospital-based system into the community and primary care services. 
The effect of early hospital discharge will see general practitioners faced with caring for 
patients with more complex needs within the community setting, which will in turn place 
greater expectations and demands on limited services. (Emery et al., 2011). 
1.3 Challenges Facing General Practice in Ireland  
General practice in Ireland is facing a significant workforce shortage that may threaten the 
sustainability of the Irish healthcare service. GPs are often described as the gatekeepers of the 
health service and are essential to its survival (Ros et al., 2000). Between 2015 and 2017 the 
Irish Medical Council reported that 2,830 doctors voluntarily withdrew from the medical 
register. Various explanations were provided including the potential to earn more abroad, 
family/personal reasons, lack of flexibility and training options, lack of respect from senior 
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colleagues, lack of support and understaffing, perceived poor quality training available, long 
working hours and limited career progression opportunities available (O’Hare, 2016). 
Mansfield (2015), observational study previously examined the career intentions of GP 
graduates who intend to emigrate with similar findings. Graduates cited the sustained 
viability of general practice as a key concern and felt the prospect of entering practice either 
as a principal or partner within a practice carried too much financial and employer 
responsibility that it seems was a risk they were not willing to take on. Less than half of 
graduates surveyed did not see themselves working full-time within five years of graduation 
and over half of the graduates saw themselves working in a practice associated with a 
primary care team (Mansfield et al., 2015). The findings of a similar observational study by 
Gouda’s (2015) reflected that of O’Hare, (2016) & Mansfield, (2015) where eighty-eight 
percent of medical graduates indicated an intention to emigrate upon completion of training, 
citing the UK and Australia as the destinations of choice. Enhanced career opportunities, 
better working conditions and a better lifestyle were the factors that influenced their decisions 
(Gouda et al., 2015). The economic crash of 2008 sparked large scale migration from the 
Irish health system where Australia emerged as a popular destination. Doctor migration 
figures continued to grow year on year despite Irelands economic recovery that would 
indicate that there are other novel factors influencing and driving migration from the Irish 
health system (Humphries et al., 2019).  
In an observational study, O’Dowd et al (2017) examined the changing demographic of the 
GP workforce in Ireland over the last thirty-three years. The main findings of the study found 
that forty-two percent of the workforce are now female with fourteen percent of GPs over the 
age of sixty-four years though they indicated that they would continue to work after they 
reached retirement age. Ninety-three percent of general practitioners are now involved in an 
out-of-hours co-op scheme which has increased fifty-six percent since 2005. The single 
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handed GP is near extinct at thirteen percent of all general practices (O’Dowd et al., 2017). A 
recent experimental study by Crosbie et al, (2020), described the increased workload of GPs 
in Ireland. Longer session lengths and later finishing times were significantly increased with 
older GPs with two-thirds of the GP cohort over the age of fifty-five. The study did not 
account for the additional hours undertaken with out-of-hours services that GPs are obliged to 
support. The state funded contract that general practitioner principals adhere to, demands a 
twenty-four hour a day, three-six-five day a year, practice (or a designated locum) service 
availability to all registered patients (IMO, 2020). This raises concerns for the future 
sustainability of rural general practice in Ireland (Crosbie et al., 2020).  
1.4 Task Shifting  
In 2008, the World Health Organisation published recommendations proposing the global 
adoption of task shifting model as one of the methods of addressing health workforce 
shortages in Africa and to increase access to HIV healthcare and other services (Kredo et al., 
2014). Task shifting is a process where certain skills or tasks are redistributed from highly 
skilled health workers such as physicians, to alternative health workers with less training and 
qualifications. Where there is a limited supply of highly qualified practitioners, this process 
can utilise human resources more efficiently (WHO, 2008). Sub-Saharan African countries 
have long experienced healthcare workforce shortages due to high levels of emigration and 
low numbers of medical graduates. This healthcare workforce shortage necessitated the need 
to implement alternative healthcare delivery models (Mullan et al., 2011). Many high-income 
countries experiencing severe healthcare workforce shortages have adopted “task shifting” 
healthcare delivery models (Maier and Aiken, 2016). Certain roles within healthcare have 
traditionally been reserved for individuals with specific qualifications such as physicians, that 
is based upon custom and practice rather than on evidence (van Schalkwyk et al., 2020). 
There is a strong body of evidence that suggests that roles can safely be shifted from 
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physicians to alternative healthcare workers, and where these roles have been evaluated, are 
associated mostly but not always, with good outcomes that may even be better than the status 
quo (Barry and Exph, 2019).  
“Task shifting, where it is based on robust evidence and implemented  
effectively, can make a major contribution to health outcomes and to the  
sustainability of health systems. It is not, however, a panacea for all  
of the challenges health systems face”(Barry and Exph, 2019). 
 
Though task shifting practices have been implemented globally within various levels of 
healthcare practice, Advanced Nurse Practitioners (ANP) have demonstrated how embracing 
task shifting strategies can reform healthcare delivery (Schober, 2016). Roles traditionally 
performed by physicians, are now carried out by ANP’s, such as prescribing, diagnosis, 
ordering tests, treatment, and referral. ANP’s are now the patients first point of contact within 
primary care and general practice with their own panel of patients (Maier and Aiken, 2016). 
Drivers for implementing change can vary worldwide, however in Ireland, increased 
healthcare needs, physician workforce shortage with sufficient well-educated Nurse 
availability have been instrumental in implementing task shifting roles within Nurse practice 
(Delamaire and Lafortune, 2010). Introducing new task shifting practices is not a linear 
process and will face barriers and facilitators along the way. Professional roles and 
boundaries will have to be pushed beyond the status quo. Structural and organisational 
redesign will also be required within various levels of the healthcare system (Niezen and 






1.5 Non-Medical Roles in General Practice  
It is well documented that there is a global shortage of General Practitioners and Nurses 
available to provide healthcare to an ageing population (WHO, 2006). Elderly patients living 
with chronic disease will require more complex care that will place unprecedented demand 
on primary care and general practice services that may be unsustainable into the future 
(Nelson et al., 2018). Alternative strategies to tackle healthcare shortages will have to be 
explored, such as introducing non-medical roles into general practice (Proctor, 2019). The 
introduction of non-medical roles within healthcare is not new and is commonplace in many 
other developed and developing countries (Mahtani et al., 2018). Various models of care have 
supported medical and nursing shortages by transferring roles to alternative non-medical 
workers to alleviate the pressures on doctors and nurses to focus on more specialised and 
complex care. Task shifting, task sharing, or skill-mix transfer are just some of the various 
terms used to describe this process (WHO, 2008). During the global recession of 2007-08, 
other countries including the UK, expanded the medical workforce by introducing non-
medical roles with an aim to reduce the over reliance on doctors within primary care (Booker 
and Voss, 2019). The focus of this strategy was to reduce the workload burden on GPs by 
better deployment of existing non-medical professionals by engaging their talents to meet 
patient needs and free up GPs through targeted investment and training in practice nurse 
development, clerical support grades, physician associates and new pilot medical assistant 
roles (NHS, 2016).  
This has not been a policy that Ireland has either embraced or explored to date. Despite 
current and predicted workforce shortages in general practice, there does appear to be a 
reluctance to move away from the status quo of healthcare delivery models in Ireland 
(Williams and Thomas, 2017). Other than the traditional Nurse, general practice has not 
explored the concept of introducing non-medical personnel into new roles. The Nurse has 
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been performing extended roles within general practice for years and are now an established 
component of the general practice structure (Jakimowicz et al., 2017). Recently there has 
been some exploration around the introduction of the Physician Associates or Physician 
Assistants (PA) into the Irish healthcare system. Though Physician Associates are well 
established and in existence in other countries since the 1960s, they were only first 
introduced into Ireland between 2015-2017 as a pilot project (Joyce et al., 2018).  
New non-traditional roles are emerging within other healthcare jurisdictions that aim to 
exploit the talents of existing non-medical professionals such as Paramedics (Booker and 
Voss, 2019). Paramedics have a greater part to play within healthcare delivery, other than the 
traditional emergency transport role (Spence, 2017). Their true potential may not yet be 
realised within the wider healthcare community and this could be an opportunity missed. 
While there may be a lack of good quality evidence to support Paramedics in alternative 
roles, there is a consensus within the literature that there is potential, and further research is 
necessary and worth exploring.   
1.6 Emerging Role of the Paramedic 
Paramedic practice has come a long way since Dr. Jean Larrey first introduced the ambulance 
corps onto the battlefields during the Napoleonic wars of 1862 (Brewer, 1986). While the 
origins of ambulance transport are deeply embedded in the history books, the role of the 
ambulance Paramedic only emerged in North America in the 1960’s (Becker et al, 2017). 
Paramedicine has historically been aligned to emergency services or first responder roles 
within Emergency Medical Services (EMS) providing basic treatments and transport to 
emergency departments. This alliance with EMS may be one of the key reasons that 
paramedicine has not found a natural home within healthcare and continues to struggle to find 
its own identity or gain professional recognition to date (Batt and Buick, 2015). Paramedicine 
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first gained professional recognition in 2003, with the introduction of graduate entry level of 
education standards and statutory registration in the UK (Fellows and Harris, 2019). Since 
then, countries like the UK, Canada, Australia and USA are breaking into healthcare by 
exploring new roles for Paramedics within community care, primary care and general 
practice (Ball, 2005). Paramedicine is a rapidly evolving profession, unfortunately this 
evolution is often fragmented and uncoordinated within the various jurisdictions. The future 
direction of this profession is not clear as there is not a coordinated consensus regarding 
which direction it should travel (Batt and Buick, 2015).  
1.7 Community Paramedic  
International evidence reports that a significant number of patients transported by ambulance 
do not require emergency interventions or transport to an emergency department (Beillon et 
al., 2009). Globally, Emergency Medical Services (EMS) are experiencing increased demand 
for their services (Andrew et al., 2020). Most EMS providers are mandated to transport 
patients to an emergency department regardless of necessity. Pennycook, (1991), conducted a 
prospective observational study that found fifty percent of these patients are later discharged 
within the same day (Pennycook et al., 1991). This observational study is almost thirty years 
old and clearly has its limitations; however, it does provide a platform for discussion. Many 
of these patients that request EMS services do not require emergency care and may be better 
served through alternative care pathways (Chen et al., 1996). As pressure on overcrowded 
emergency departments escalated, it was evident that there was a requirement to bridge the 
gap between emergency care and non-urgent care, and to provide patients within the non-
urgent category alternative access to treatment other than through the acute hospital setting 
(Wankhade, 2018). Paramedics were uniquely placed to provide this link as they possessed 
the necessary expertise and were already established within the community (Bradley, 2005). 
Community Paramedic (CP) programmes are now a well-established practice in other 
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countries including the UK, USA, New Zealand, Canada, and Australia (Agarwal et al., 
2016). Community Paramedic programmes have been instrumental in bridging the gap 
between emergency care and primary care by allowing Paramedics to deliver community-
based non-emergency care within the patient’s home or community setting (Bigham et al., 
2013). Community Paramedics have a varying extended scope of practice among different 
jurisdictions with additional education and training to that of the standard Paramedic. In the 
UK, the CP scope of practice includes assessment and treatment of minor injuries, wounds, 
soft tissue injuries to Emergency Nurse Practitioner level. They also can request radiograph 
when necessary and assess minor head injuries, mental function tests, falls and social care 
assessments (Mason et al., 2003). The findings within the literature around Community 
Paramedic programmes is encouraging. Community Paramedic programmes report to support 
general practice, reduce ambulance transports, reduce hospital attendance, and decrease 
overall healthcare costs (Bennett et al., 2018). There is a lack of high quality evidence 
available around Community Paramedic programmes, as found within a systematic review by 
Bigham et al, (2013), however it found Community Paramedics can practice safely and 
provide an extended level of care that can improve systems performance and patient 
outcomes. The general consensus surrounding Community Paramedic programmes is 
encouraging, however there is limited evidence in the form of randomised controlled trials 
available that explore the efficacy and cost efficiency of such programmes and more high 







1.8 Community Paramedic in Ireland  
Irelands National Ambulance Service is currently involved in a community paramedic cross-
border pilot project funded by the European Union to a sum of 1.922 574 million Euro. 
Community paramedic trainees are chosen from a cohort of existing Advanced Paramedics 
from within the National Ambulance Service, Northern Ireland Ambulance Service, and the 
Scottish Ambulance Service. The training consists of clinical placements and theoretical 
education over nine months post graduate training in Glasgow Caledonian University. On 
completion of this programme, the community paramedics will operate primarily within 
community care roles in the border regions in Northern Ireland (HSE, 2018). Their scope of 
practice is similar to that of the Paramedic with some additional skills (Appendix 7). This 
pilot study is funded up to 2020, currently little has been published on this project.   
1.9 Paramedics in UK Primary Care  
In the United Kingdom (UK), Paramedics are working in a variety of non-traditional roles 
including minor injury units, urgent care centres, commissioned home-visiting services, 
forensic health care, walk-in- centres, acute hospital trusts, out-of-hours services and general 
practice services (Evans et al., 2014). The clinical work environment for the UK Paramedic 
has many facets, with some Paramedics practicing within the private sector, most 
practitioners opted to retain their employment within the ambulance service rotating through 
primary care settings (Mason et al., 2006). Unsustainable demand on health services coupled 
with acute healthcare workforce shortages have been a catalyst for Paramedic evolution 
within the UK (NHS, 2019). Ambulance services in the UK recognise that a large proportion 
of patient presentations are within the lower acuity category with only eight percent of 
presentations classified as a life-threatening illness or injury (Eaton et al., 2020). This 
realisation has significantly changed the way ambulance services operate with a greater 
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emphasis on providing more services within the patients home and community settings 
(Halter et al., 2007). Over the years, expectations have substantially changed of the UK 
Paramedic, from a patient transport service to a health care professional with the ability to 
provide a wide range of services from advanced life support, emergency care to management 
of acute and chronic long-term conditions including mental ill-health and social care services 
(Eaton et al., 2019). Recent legislative changes in the UK now provide non-medical 
prescribing by Advanced Paramedics (APs) that allows them to provide a more robust service 
(Dixon, 2020). A recent systematic review conducted by Eaton et al, (2020) discusses the 
published evidence on Paramedics working in primary care and urgent care settings. Several 
studies within the literature were found to advocate for the role of the Paramedic within 
primary care which claims to reduce GP workload and overall healthcare expenditure. 
Though encouraging, the author concludes a limitation on reporting Paramedics contributions 
and clinical outcomes working within these settings. If policy makers are to exploit the full 
potential of Paramedics working in primary care roles, then more vigorous, high quality 
research will have to be undertaken (Eaton et al., 2020).  
1.10 Advanced Paramedics in Ireland 
Since the introduction of the Advanced Paramedic (AP) programme in 2004, there has been 
limited evidence published on clinical outcomes of AP practice within pre-hospital care in 
Ireland. Advanced Paramedics are Paramedics with an additional 2 year post graduate 
education and clinical training with autonomy to administer a wide range of medications and 
interventions (PHECC, 2017). There are limited low level observational studies that have 
shown some potential that APs can accurately diagnose clinical conditions within the pre-
hospital setting and identify requirement for hospital admission (Cummins et al., 2013). APs 
within the training element of the programme demonstrated sufficient knowledge & 
competencies to evolve into autonomous safe practitioners (Bury et al., 2007). There is a 
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cohort of evidence that indicates Paramedics can safely diagnose and manage a range of 
clinical presentations effectively within the community (Khunti et al, 2013). The clinical 
decision capability and confidence of practitioners to non-convey patients to an emergency 
department has shown to increase with advanced clinical training and experience (Leikkola et 
al., 2016). A study by Patton et al (2013) found that thirty to thirty-two percent of patients 
conveyed to the emergency department (ED) by ambulance were inappropriately attending 
and seventy-four to eighty percent could be managed within primary care, which could 
reduce ED patient load by as much as eleven percent (Patton and Thakore, 2013). Currently, 
Paramedics in the Republic of Ireland (ROI) do not have treat and referral pathways available 
to them, however, there does appear to be a renewed interest in revisiting this concept by 
introducing referral pathways for future Advanced Paramedics (PHECC, 2017). In spite of 
the increased drain on healthcare services, Advanced Paramedics may not always be utilised 
to their true potential, especially within rural and remote areas, due to the limited 
opportunities to practice clinical interventions (Blacker et al., 2009), (Rural and Medicine, 
2002). Maintaining procedural skills is a core component of clinical practice and infrequent 
opportunities to practice may lead to a reduction in competence and confidence that can have 
serious safety ramifications for practitioners and their patient’s alike (Campbell et al., 2015).  
Other jurisdictions, especially the UK, Canada and Australia recognise the contribution 
Advanced Paramedics can make to reforming healthcare delivery especially within the area 
of primary care and general practice (Roland et al., 2015). It is not apparent that policy 
makers in Ireland have yet realised Advanced Paramedics true potential, perhaps this study 





1.11 Conclusion   
In Ireland, a Community Paramedic pilot study is currently underway. Though there is 
limited high quality clinical trial evidence to support the efficacy of community practice, the 
observational studies and case studies within the literature are encouraging that this may have 
the ability to address the gaps identified within emergency care and primary care. This 
programme is currently funded by EU grant aid at significant cost to train few practitioners 
that will operate primarily within the border regions. Advanced Paramedics are well 
established autonomous practitioners currently practicing within the pre-hospital setting in 
ROI. Though little is currently known regarding their true impact on clinical care to date, 
there is a consensus that they positively contribute to current healthcare needs. Single 
operator autonomous APs working remotely within rapid response vehicles (RRV) is 
common practice within the Irish pre-hospital setting. Due to the inconsistent demand for 
advanced clinical care, especially within rural and remote regions, APs may not have enough 
opportunity to maintain clinical competencies. Treat and referral pathways are close to 
implementation stage for APs that would allow for care to be delivered within the 
community. APs are highly trained practitioners with a large scope of clinical competencies 
available to them. APs and GPs treat many of the same patients and already have a well-
established relationship that could be simply tailored to better serve GPs, APs, and their 
patient’s alike. Community Paramedic, Advanced Nurse Practitioner and Advanced 
Paramedic appear to have similarities in practice that mirror each other. If combined, they 
could potentially form a bespoke Paramedic fit for purpose to meet the current and future 
challenges of Irelands unique healthcare needs. General Practice workforce shortages, 
escalation in demand for emergency ambulance services and overcrowded emergency 
departments are all placing unsustainable pressure on hospital capacity and the healthcare 
system. While policy has committed in principle to adopt enhanced primary care and general 
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practice services, volatility of the global markets, instability of capital funding and precarious 
political consensus may all influence its progression. UK and other healthcare systems have 
recognised the potential of the Paramedic to adopt new non-traditional roles within various 
aspects of the wider health service. Like their UK colleagues, Advanced Paramedics in the 
ROI have shown that they are willing to adapt and evolve to meet the challenges that lay 
ahead.  
1.12 Thesis Aims and Objectives   
The overarching aim of this thesis will be to explore GPs attitudes and opinions to the 
concept of integrating Advanced Paramedics into general practice in Ireland. General 
practice, especially within rural and remote regions is in difficulty as single-handed practice 
is near extinct with just thirteen percent remaining and two-thirds of GPs are over the age of 
sixty-five (O’Dowd et al., 2017). GP capacity is unsustainable with ninety-three percent of 
GPs involved in out-of-hours co-op schemes that is significantly increasing their workload 
and raises concerns for the future sustainability of rural general practice in Ireland (Crosbie et 
al., 2020).  
Paramedics within the UK and other jurisdictions have transitioned into new non-traditional 
roles within many areas of healthcare including general practice. While there may be some 
minor variations in clinical scope of practice between Paramedics from different jurisdictions,   
APs in Ireland may be best placed to provide urgent support to general practice due to the 
potential compatibility of their skill set, mobility, and adaptability to new challenges. 
Potential collaboration between these two professions could prove advantageous for GPs and 
the wider Paramedic community. Though policy makers may not yet realise the true potential 
of APs in alternative non-traditional roles, perhaps GPs will?  
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Therefore, the hypothesis of this research question; To explore the attitudes and opinions of 
GPs to the concept of integrating APs into general practice in Ireland. 
This research question will be guided by the following aims: 
 To examine the available literature on the research subject matter to explore the extent 
of the challenges facing general practice in Ireland and to evaluate APs in non-
traditional roles within other jurisdictions.  
 To assemble the attitudes and opinions of GPs to examine their experiences of the 
challenges facing general practice in Ireland and to establish their susceptibly towards 
collaboration with APs.  
The research conducted as part of this thesis is presented in journal article/research paper 
format within chapters two and three with same fulfilling the thesis aims as detailed above.  
Chapter one of the thesis will introduce the research and provide a background to the research 
problem and a rationale for conducting this research. The research approach to conduct a 
narrative literature review was based on the complexity of the research question. Challenges 
facing general practice and integrating APs to support that practice is broad and multifaceted 
that would not have been feasible using a focused singular method.  
Chapter two will present the methodology that will provide the theoretical framework that 
underpins this research. An overview of the three key methodologies quantitative, qualitative, 
and mixed methods will be described to provide a rationale for adopting a mixed methods 
approach. Mixed methods design utilised concurrent embedded strategies within the data 
collection tools, quantitative survey questionnaire and qualitative semi-structured interviews. 
The design will provide a rigorous and comprehensive description of the data collection that 
will address sampling strategies, strengths, limitations, validity, reliability, and ethics.  
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Chapter three presents the methods and results of both the quantitative survey and the 
qualitative in-depth semi-structured interviews with key stakeholders in the area of general 
practice in Ireland. The views of the respondents are deeply personal, insightful, and 
trustworthy, and have aided the formation of this body of work. Their experiences describe 
the challenges facing rural general practice and the sustainability of future services. Their 
innovation and optimism are explored within the main themes and subthemes that are 
thematically analysed and findings are presented within this chapter in journal format.  
Chapter four will aim to provide a detailed, non-bias, balanced discussion of the main 
research points that have emerged from this study and the potential implications on current 















Chapter 2: Methodology 
2.1 Introduction  
The following chapter will outline the research approach adopted within this review, and 
provide a rationale for choosing the philosophical background, chosen design and research 
methods. The chapter will adopt the framework designed by Creswell (2014) which 
highlights the need to provide a summary of the philosophy that underpins the design. This 
chapter will describe the theoretical framework or paradigm that this research is built upon. It 
is important to describe the researcher’s ideologies to acquire a better understanding of the 
research approach and rationale for the study design.  The researcher adopted a pragmatic 
philosophy in order “to do whatever it takes to get the job done” ( Tashakkori & Teddlie, 
2003). 
2.2. Theoretical Framework  
Philosophical ideologies may not always be considered as essential elements of research 
design and tend to remain hidden to the casual observer, yet they do play an important role in 
influencing the research practice (Slife et al., 1995). Therefore, to better comprehend the 
researcher’s rationale for deciding to use one research method over another it is important to 
understand what philosophical ideologies they espouse to. In order to rationalise the chosen 
methodology, Creswell, (2014) recommends the importance of exploring the four main 
philosophical worldviews; postpositivist, constructivism, advocacy/participatory, and 
pragmatism, to describe how they have influenced the research design (Creswell, 2014). 
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Figure: 1 A Framework for Design-The Interconnection of Worldviews Strategies (Creswell, 2014). 
 
2.3 Postpositivist Worldview 
It was not believed that the central research question could be answered by a purely empirical 
study. However, there could be value found in asking questions and recording answers via 
questionnaire or survey. 
2.4 Constructivism  
Constructivist philosophers believe that people search for knowledge of the world in which 
they work and live and therefore create individual meanings of their experiences that they 
associate with certain objects or things (Saks and Allsop, 2012). Because these experiences 
are diverse and varied, the researcher must explore the broad complexity of these experiences 
rather than attempt to reduce their meanings into small numerical data sets. Because of this 
phenomenon, constructivism is traditionally seen as a pathway to qualitative research 
(Schwandt, 1994). It was felt that a qualitative approach was needed in this project, to delve 
into participants experiences and thus try to answer the research question in full. 
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2.5 Advocacy/Participatory  
The advocacy/participatory philosophy seeks to give a voice to the marginalized within our 
society by empowering the participants to take ownership of the research to address 
important social issues of the day, such as inequality, domination, suppression, operation and 
alienation (Creswell, 2014). This worldview was a central tenet to the researchers design 
here, as general practitioners are typically well educated, vocal, community and healthcare 
leaders. The GP’s however would invest themselves entirely in the research project. 
2.6 Pragmatism  
This research is created upon the pragmatic philosophical paradigm that is embedded within 
the researchers own beliefs that is to be pragmatic, to do whatever it takes to get the job done. 
Liberated from the shackles of theoretical thinking, the pragmatist rejects the impossible 
question of philosophy and the nature of the mind’s relationship to reality, but rather places 
the value of knowledge within the context of the given moment and its practicality in 
addressing questions of daily life (Tashakkori and Teddlie, 2010). Pragmatism stems from the 
earlier works of, James, Dewey, Peirce and Mead among others, and though there are many 
varieties of this ideology, its core principle is built upon a foundation of situations, actions, 
and consequences rather than historical context where the rules of engagement are 
predetermined, as in post-positivism (Cherryholmes, 1992). Rather than concentrating on a 
specific methodology, investigators focus on the problem at hand and use all resources 
available to them to solve and understand that problem (Datta, 1997). Pragmatists do not 
view the world as a single entity, and so the researcher draws from both qualitative and 
quantitative methodologies to identify and explain the problem as they see fit, therefore this 
philosophy supports and underpins mixed methods methodology (Morgan, 2007). For the 
mixed methods investigator, the pragmatic philosophy permits the researcher to use different 
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forms of data collection and analysis, multiple methodologies, worldviews and theories 
(Johnson and Onwuegbuzie, 2004). This worldview suited the research project admirably and 
was thus chosen as an underlying principle. 
2.7 Research Methodologies 
Creswell discusses the importance of providing a conceptual summary of the three main 
forms of research methodologies; quantitative, qualitative, and mixed methods that will 
provide a rationale for adopting the latter (Creswell, 2014). The philosophical battle between 
quantitative and qualitative methodologies has lasted years, with one claiming dominance 
over the other. As mixed methodologies develop, scholars now accept that both approaches 
have their strengths and limitations. Mixed methodology utilises the strengths of both 
methods understanding that no singular method is flawless and acknowledging their 
limitations (Sieber, 1973). Mixed methods provide a more robust approach to answering 
complex research questions that may not be achieved using one singular approach (Cresswell 
and Plano Clark, 2011).  
2.8 Quantitative Enquiry   
As discussed previously, each methodology is underpinned by a principal theory that 
influences the research design. Quantitative enquiry is deeply rooted within the postpositivist 
philosophy that is based upon a set of defined assumptions. It is a means of testing objective 
theories to collect facts and study the relationship of one set of variables to another that can 
be quantified, measured or counted in some form or another (Verma and Mallick, 1999).  
2.9 Qualitative Enquiry  
The art of providing an uncomplicated definition of qualitative enquiry is becoming 
increasingly difficult over the years due to its “ever changing nature” (Creswell and Poth, 
2016). Qualitative enquiry utilises a separate approach to quantitative enquiry that 
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incorporates diverse theoretical assumptions and strategies of inquiry (Creswell et al., 2007). 
Qualitative research design is a method of exploring and understanding phenomena within 
the world in which we live. It is a systematic process of data collection and procedures that 
provides meaning of social and human interactions and problems between individuals or 
groups (Atweh et al., 1998). Qualitative enquiry is closely aligned with constructivism and 
advocacy/participatory methodological philosophies where the researcher and the participants 
are deeply invested in the process. Unlike quantitative design, qualitative enquiry does not 
have predetermined categories but rather observes and captures the activities of the 
participants in a normal and natural environment (Wolcott, 1994). This is achieved by 
inductively interpreting meaning from the collected data by constructing specific or general 
themes that focus on the importance of individual meaning and the complexity of each 
situation. Qualitative enquiry attempts to record procedures as they arise in their natural 
context and to create the categories for sorting the information afterward (Creswell et al., 
2007). Though the investigator may have some general predetermined themes to guide the 
process that they may wish to explore, it is the actor or participants that dictate the pace and 
direction of the process through speech, body language, social interactions and their 
observations (Crotty, 1998). The investigator must pay particular attention to capture these 
interactions as it is this material that will form the core of the qualitative research that will 
later be analysed and used to build theories. (Crotty, 1998, Wolcott, 1994). There are 
numerous strategies and approaches to conducting qualitative research, each approach unique 
to the research study. Like quantitative research, it too has its strengths and limitations that 





2.10 Mixed Methods  
With its foundations rigidly fixed in pragmatic philosophy, mixed method research strategies 
incorporate both quantitative and qualitative methodologies. Perhaps not as well-known as 
the former, mixed methods research has established itself as an intellectual and practical 
synthesis and is now accepted as the third research paradigm that often provides the most 
comprehensive and balanced research results (Johnson et al., 2007). There has been a gradual 
realisation within the sciences that single methodological strategies were not sufficient to 
answer complex questions and were often inadequate when implementing evidence-based 
innovative interventions, and treatments (Proctor et al., 2009). As it was accepted that all 
methodologies have their limitations, researchers began to recognise that they could minimise 
the biases of monomethod studies by employing a multimethod or mixed method approach 
(Sieber, 1973). This concept was first explored by Campbell and Fisk in the late 1950s, where 
they soon encouraged others to follow suit (Creswell et al., 2007). There has been a long 
standing war of the qualitative versus quantitative paradigms, each claiming dominance over 
the other, with academic institutions pledging allegiance to one or the other in the belief  that 
never the twain shall meet (Sieber, 1973). Both research paradigms are important and 
valuable, however the goal of mix methods is not to replace either of these research 
approaches, but rather draw upon the strengths of these methodologies and minimise the 
weaknesses of both in one single study (Johnson et al., 2007). Though there are several 
variants of mixed methods research, there are three main strategies commonly used: 
sequential, concurrent, and transformative. Mixed methods can be utilised when the 
researcher wishes to expand or elaborate on the findings of one method with another that 
could begin with a quantitative survey and be followed with a qualitative interview for 
exploratory reasons, or vice-a-versa (Tashakkori and Creswell, 2007). 
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Figure 2:  Mixed Methods Approaches, Adapted from Creswell et al. (2003). 
2.11 Mixed Methods Strategies 
Creswell, (2003) describes six main strategies for enquiries to choose from when designing a 
study: Sequential Explanatory Strategy, Sequential Exploratory Strategy, Sequential 
Transformative Strategy, Concurrent Triangulation Strategy, Concurrent Embedded Strategy, 
and Concurrent Transformative Strategy (Creswell et al., 2003). We chose the sequential 
explanatory strategy.  
2.12 Sequential Explanatory Strategy  
This strategy is characterised by the collection of quantitative data within the first phase of 
the study followed by the collection of the qualitative data within the second phase that tends 
to build upon or provide meaning to the quantitative data (Creswell et al., 2003). While the 
two data sets are collected separately, they are implicitly connected as the first phase 
(quantitative) informs the second phase (qualitative). The simplicity of this design is one of 
its key strengths, making it popular among mixed methods researchers. The data (quantitative 
or qualitative) can be weighted unevenly or evenly depending on the approach. This approach 
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is laborious and time consuming as the two data sets are collected at separate stages which is 
a significant drawback of this strategy and one of its main weaknesses (Morse, 1991).  
Figure 3: Sequential Explanatory Design, Adapted from Creswell et al. (2003). 
2.13 Mixed Method Design Rationale and Use of the Sequential Explanatory Strategy 
As previously discussed, the decision to use a mixed method design utilising both 
quantitative and qualitative data sequentially, was to obtain a comprehensive assessment of 
the research problem and attempt to reduce bias identified in using a monomethod design 
(Sieber, 1973). Based upon the pragmatic paradigm, mixed methods design utilizes the 
strengths of both quantitative and qualitative methodologies and attempts to minimise their 
limitations that can often provide the most comprehensive and balanced research results 
(Johnson et al., 2007). The quantitative data provided demographic information pertaining to 
GP practice in ROI and identified grounds for further research. Vast amounts of rich data 
were collected from a cohort of expert informants with a single field expedition. The 
quantitative data informed the qualitative enquiry by supporting the development of the semi-
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structured interviews to develop and expand its meaning by establishing the attitudes and 
opinions of general practitioners towards introducing Advanced Paramedics into general 
practice (Cresswell and Plano Clark, 2011).  
2.14 Specific Methodology: Quantitative Aspect 
The following section of the study will present the analysis of the quantitative survey data. 
Quantitative data provided the researcher an opportunity to gain an insight into the 
perceptions of GPs towards introducing APs into general practice in Ireland and establish a 
solid foundation for progressing with the study. A suitable pre-existing validated survey 
questionnaire could not be found and therefore a questionnaire was designed and validated 
through a process of pilot study and expert peer review panel (Grant and Davis, 1997). The 
questionnaire design was closely guided by previous works by Bickman, et al, (2008), 
(Bickman and Rog, 2008). Reports suggest GP population to have a low response rate to 
research due to their workload and therefore this single field trip provided rich data to inform 
the next phase of the study (McAvoy and Kaner, 1996b). The design and distribution of the 
survey generated a strong response from a population that would not normally be able to 
provide such return of data (McAvoy and Kaner, 1996b).  
2.15 Survey Rationale 
Before discussing the design of the survey, it is important to explain why a survey was 
considered the best data gathering instrument for this study.  Isaac and Michael, (1995) 
describe a survey as a means to answer questions to solve problems, assess needs, set goals, 
examine objectives, make comparisons, and analyse trends across time to describe what 
exists in what amount and context (Isaac and Michael, 1995). Kraemer (1991) identifies three 
key characteristics of survey research, firstly, to quantitatively define specific aspects of a 
given population, secondly, that the data collected from the population is subjective and 
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thirdly, that the findings from a sample of that population can be generalised back to the 
study population (Kraemer, 1991). A survey is simply a data collection tool, “a means for 
collecting information, characteristics, actions, or opinions of a large group of people” 
(Pinsonneault and Kraemer, 1993). The rationale for using a self-administered survey is 
multifaceted, that was heavily influenced by the study population (General Practitioners). As 
previously discussed within the literature, General Practitioners are extremely busy attending 
to their daily practice and are under resourced, with limited opportunity available to them to 
participate in healthcare research. GP research response rates are reported to be low (McAvoy 
and Kaner, 1996a) and this is a challenge that any investigator must overcome to achieve a 
successful response from this study group (McAvoy and Kaner, 1996b). The study design 
facilitated the gathering of data with a single expedition into the field (a rural GP national 
meeting), thus reducing researcher costs and eliminating the need for a follow-up (Bonevski 
et al., 2011).  
2.16 Survey Design  
To maximise response rates, it is important to first review the literature prior to undertaking 
the investigation. Morris (2001), found that GPs failed to respond to questionnaires because 
of the general design of the study either being too long or contained questions that were 
difficult to understand or follow (Morris et al., 2001).  Mc Avoy, et al reported that older, 
more experienced, singlehanded GPs are possibly more stressed, were less likely to respond 
to surveys, than some of their younger colleagues, thus losing a valuable body of expertise 
from a study population (McAvoy and Kaner, 1996a). In the first phase of this mixed 
methods study (quantitative) and following a review of the literature, a questionnaire was 
designed and adapted with support from an expert review panel, that was guided by the basic 
principles that underpin survey question development, described by Bickman and Rog 
(2008). The process must be consistent, reliable and valid (Bickman and Rog, 2008). The 
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design of the research question is paramount in establishing the integrity of a new data 
collection instrument, and therefore the questions should measure information that is both 
reliable and valid (Bickman and Rog, 2008). A robust question is one that measures what we 
want to describe and is also consistent in that process, thus when the process is consistent, so 
are the answers (Nunnally, 1978). Bickman and Rog (2008), suggest that there are four basic 
characteristics that a question and answer must possess to be a proficient data collection tool, 
that is that the question must be consistently understood, respondents need sufficient 
information to answer the question, have an appropriate way for the respondents to answer 
the question, and respondents must be willing to accurately share their experiences (Bickman 
and Rog, 2008).The science that underpins the integrity of the survey is embedded in the 
critical evaluation of the survey questions, though this is not an exact science, every effort 
must be made to minimise errors to continue to improve our methods (Cronbach and Meehl, 
1955).  
2.17 Population & Sample  
The study population for this research was rural GPs attending a rural general practitioners 
conference in the Republic of Ireland. The annual conference attracts between 60-100 GPs 
each year. The conference provided the investigator with a unique opportunity to gather 
significant amounts of data from information-rich informants in a single field trip, 
eliminating the need for follow-up (Bonevski et al., 2011). A probability sampling strategy 
would have been the optimal approach within this study, however this was not achievable 
within the current setting, as the data collection opportunity was limited to coincide within a 
fixed conference schedule and therefore a nonprobability purposive expert convenience 




2.18 Probability Sampling Strategy 
This strategy has some key advantages when conducted appropriately. These can safely 
produce an unbiased, generalizable sample that represents the target population. However, 
this strategy also has limitations-like  needing a large sample size and the costs associated 
with the process (Jager et al., 2017). This strategy was not deemed ideal for the research 
project’s needs. 
2.19 Nonprobability Sampling Strategies 
All conventional convenient sample strategies are the opposite of probability strategies as 
they do not use any form of randomisation. This approach is less complex and inexpensive as 
respondents are chosen based upon their convenience and availability to the researcher. This 
strategy has some limitations as this does not allow for generalizability of the population that 
can potentially increase research bias (Cochran, 1977). Despite this obvious limitation, 
conventional convenience sampling is by far the most commonly used non-probability 
sampling strategy that has become the norm within developmental sciences (Bornstein et al., 
2013).   
2.20 Purposeful Sampling 
Purposeful sampling is a form of non-probability sampling strategy that is used to identify 
and select groups or individuals that are expertly knowledgeable about the phenomenon of 
interest (Cresswell and Plano Clark, 2011). Where probability sampling or random sampling 
aims to minimise the potential for bias in selection of participants by ensuring 
generalizability of the findings, the fact that recruited participants were selected at random 
does not necessarily make them information rich. Purposeful sampling is important because 
of the availability and willingness of information-rich expert participants to impart 
experiences and opinions in a reflective manner (Bernard, 2017). Also known as judgement 
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sampling, purposive sampling is a non-random technique that allows the researcher to 
deliberately choose study participants for the qualities they possess, without the need for 
underlying theories or a predetermined number of participants. Like the pragmatist, the 
purposive researcher decides what needs to be known and sets about finding willing 
participants who can provide that information by virtue of their expertise (Bernard, 2002).  
 
2.21 Sample Size – Quantitative Enquiry  
Unlike other sampling techniques, purposive sampling is not restricted by the number of 
recruited participants, but rather is guided by the quality of the imparted knowledge that the 
participants contribute to the sample rather than the number (Tongco, 2007). After studying 
different sample sizes, Seidler (1974) found that as few as five informants were required to 
provide reliable data when using a purposive technique (Seidler, 1974). Various studies 
incorporating purposive sampling, mixed methodologies with survey questionnaire design 
report wide variations of study participants recruited. Kim et al. 2006, recruited 27 
participants within their study, Bah et al. (2006), recruited 40 participants Albertin & Nair 
(2004), recruited 83 participants, Tran & Perry (2003), recruited 32 participants,  Dolisca et 
al. (2007), recruited 20 participants and Hamza et al (2006), recruited as few as 14 
participants (Kim et al., 2006), (Bah et al., 2006), (Albertin and Nair, 2004), (Tran and Perry, 
2003), (Dolisca et al., 2007), (Hamza et al., 2006). As a sampling technique, purposive 
sampling is an efficient, practical tool that when used appropriately can be just as reliable as 







2.22 Validity & Reliability  
Preferably, it would have been more optimal to utilise an existing pre-validated survey for 
data collection purposes. As this was not available, following a review of the literature, an 
appropriate instrument was designed in conjunction with experts (described in detail below) 
(Hubley and Zumbo, 1996). The methodological approach and design process were adapted 
from previous works done by De Alwis et al., (2016). The advantage of using a pre-existing 
instrument maintains the validity and reliability of the existing instrument. Validity and 
reliability can be re-established and evaluated within a new instrument by pilot testing, expert 
review group discussions and cognitive interviews to establish quality and format of the 
survey design (Fowler Jr and Fowler, 1995). Before the survey can be implemented, a pilot 
test must first be conducted to evaluate the instrument and the survey procedures (Levy and 
Lemeshow, 1999). Following a review of the literature, the researcher designed and 
developed the survey questions and engaged the expert group to establish content validity and 
improve questions format and scale (Creswell et al., 2007). For the purpose of this study an 
expert review group was utilised, prior to pilot testing phase (Bogner and Menz, 2009). 
 
2.23 Expert Review Group  
The four-person review group was assembled from a range of experts with relevant training 
and experience within the field of interest with a specific focus on clinical expertise in 
general practice and training, research within the phenomenon of interest, and having a 




1. Dr. Raymond O Connor has a long-established career as a practicing GP in Limerick, 
with a distinguished background in research and publishing as a Senior Research 
Fellow and Adjunct Senior Clinical Lecturer at the University of Limerick. 
 
2. Dr. John Keenan, LRCP & SI, MB, BCh, NUI. MRCGP. is a General Practitioner in 
Roscommon town since 1985. He has a special interest in Geriatric Medicine, 
Education, Preventative Medicine, Sexual Health, Chronic Disease Management and 
LGBTI Health. He is a member of the Irish College of General Practitioners and has 
been a trainer on the Western training scheme for General practitioners since 1995.  
 
3. Mr. Mark Dixon, MSc, Course Director, Senior Research Fellow and Senior Clinical 
Lecturer, at the University of Limerick, Medical School.  
  
4. Dr Claire Armstrong is Managing Director of Armstrong Organisation Development 
Ltd. She is a Professor at Pennsylvania State University, an Associate Lecturer at the 
Open University and associate faculty at the Institute of Public Administration. She is 
a social scientist with twenty years extensive teaching, supervision & research 
experience mainly in the areas of leadership, research methods, HRM/employee 
relations, and organisational development and has extensive experience in delivering 
executive education. Panel member one and two are practicing general practitioners 
and are representative of the study population with a unique understanding of the 
study phenomenon. Panel members three and four are established academics within 





2.24 Questionnaire Pilot Test 
A small pilot test was conducted using a convenience sample of fourteen general practitioners 
attending a one-day training course in the University of Limerick, Medical School. The test 
was a paper-based questionnaire with time dedicated to feedback and informal discussion 
during a coffee break to establish their opinion on the questionnaire content and design 
(Hertzog, 2008). Comments and feedback were recorded and analysed and presented to 
review panel for consideration and appropriate amendments were made to the survey 
instrument prior to implementation (Julious, 2005).  
2.25 Survey Strengths & Limitations  
Surveys have long been a popular choice among researchers conducting non-experimental 
research. As a data collection method, the survey has many common strengths and limitations 
that researchers should be aware of when deciding to use this methodology. It is an 
inexpensive tool that can be used to gather large amounts of information about prevalence, 
distribution and relationships that exist within a population (Coughlan et al., 2009). However, 
population surveys are labour intensive and expensive to undertake, therefore most 
researchers use a representative sample that can be generalised to the study population. While 
there are various approaches to gathering information related to populations attitudes and 
opinions, the descriptive survey is uncomplicated and convenient to use because it provides a 
snapshot of the studied phenomenon that can be captured in one attempt without the necessity 
for follow up (Hasson et al., 2000). While this is a positive strength of the descriptive survey, 
it is also a common limitation, as this glimpse does not provide an opportunity to study 
correlation between unforeseen variables over a period of time, unlike longitudinal studies 
(Kelley et al., 2003). A key limitation of the survey is that it does not provide exact 
measurements and only provides estimations of the population (Salant and Dillman, 1994). 
The researcher should be aware of potential unintended bias occurring through poor response 
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rates, poor accuracy within the responses or misreporting by recruits to mask inappropriate 
behaviour that could confound the survey data (Pinsonneault and Kraemer, 1993) 
2.26 Specific Methodology: Qualitative Aspect 
The challenges facing general practice have been well documented globally. The burden of 
disease coupled with co-morbidities, increasing age and rise in population, are all impacting 
upon demands for limited general practice services (France et al., 2012). GPs in the Republic 
of Ireland (ROI), are facing similar challenges with future predictions to escalate beyond 
current capacity (O’Callaghan et al., 2018). Retention of GPs in the ROI is a major cause for 
concern, citing workload burden and burnout as the key reasons for emigrating (Mansfield et 
al., 2015). GP graduates that choose to remain within the Irish healthcare system are not 
incentivised to rural practice opting for larger urban centres instead (McGrail et al., 2012). 
The burden of house calls and out-of-hours services are placing significant demands on rural 
GPs workload that may impact the future sustainability of rural general practice within its 
current form (Crosbie et al., 2020). General practice in rural Ireland may not be viable into 
the future unless alternative models of healthcare delivery are adopted. As Paramedicine 
evolves, roles that would normally have been undertaken by rural GPs in the past, such as 
trauma care and medical emergencies have successfully been subsumed by Advanced 
Paramedics (PHECC, 2017). Perhaps it is time to revisit this alliance once more to further 
explore opportunities for collaboration for the betterment of our patients. This research aims 
to offer an insight into GPs attitudes towards introducing Advanced Paramedics into general 






2.27 Study Design  
This study is grounded in the mixed methodologies underpinned by a pragmatic paradigm as 
described by Feilzer, 2010, that utilises the strengths of both quantitative and qualitative data 
collection methods (Yvonne Feilzer, 2010). Sequential explanatory strategy was utilised for 
data collection purposes where quantitative data was collected within the first phase and 
qualitative data collected within the second phase. It was felt that one to one interviews with 
GP’s was the best method to assess opinions on the research question. Focus groups have 
their strengths and limitations and were considered as a data collection method  (Clark et al., 
1996). However, due to the current global pandemic (Covid-19), this approach was 
discounted at this stage-primarily because of public health guidelines advising against mass 
gatherings. The cost of arranging these meeting in an online and recordable format was also 
prohibitive. 
2.28 Sample Size: Qualitative Enquiry  
Appropriate sample size in qualitative enquiry is particular to the phenomena under 
investigation (Luborsky and Rubinstein, 1995). There does not appear to be a clear consensus 
among the literature favouring one approach over the other, however it is acknowledged that 
appropriate saturation must be achieved with information-rich informants (Vasileiou et al., 
2018). For this enquiry, thirteen GPs were recruited and interviewed until investigators were 
satisfied that saturation had been exceeded.  
2.29 Data collection   
All interviews were conducted by the author. The author had no prior relationship with the 
respondents but had previously met two of the respondents in a professional capacity. All 
other introductions with respondents were for the first time during the interview phase. To 
minimise researcher bias, weekly review meetings were held online with the research 
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supervisory team that provided regular open discussion, feedback and process critique as 
described by Chenail (2011). Overall bias control was guided by Noble and Smith (2015)-the 
9 step approach to minimising researcher bias (Noble and Smith, 2015).  These are: 
1. Accounting for personal biases which may have influenced findings.  
2. Acknowledging biases in sampling and ongoing critical reflection of methods to 
ensure sufficient depth and relevance of data collection and analysis.  
3. Meticulous record keeping, demonstrating a clear decision trail, and ensuring 
interpretations of data are consistent and transparent.  
4. Establishing a comparison case/seeking out similarities and differences across 
accounts to ensure different perspectives are represented.  
5. Including rich and thick verbatim descriptions of participants’ accounts to support 
findings.  
6. Demonstrating clarity in terms of thought processes during data analysis and 
subsequent interpretations. 
7. Engaging with other researchers to reduce research bias.  
8. Respondent validation: includes inviting participants to comment on the interview 
transcript and whether the final themes and concepts created adequately reflect the 
phenomena being investigated.  
9. Data triangulation, whereby different methods and perspectives help produce a more 
comprehensive set of findings 
 
Throughout the research process the author maintained a reflective journal that provided 
another level of bias control. Continuously examining and reflecting on one’s own views and 
behaviour during the research journey allows the author to capture the dynamic nature of the 
process that will ultimately guide the phenomenon under study but will also create a means to 
become a better researcher. Like teaching and other complex acts, conducting research can be 
improved but cannot be mastered (Watt, 2007). Throughout the interview process, 
contemporaneous notes were transcribed and later discussed and reviewed with the 
supervisory research team. This level of oversight and scrutiny provided another layer of 
rigour to the dynamic process as it evolved. GPs were recruited via the Irish Rural and 
Dispensing Doctor mailing lists (Cowley, 2019). The author revisited the mailing list to 
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follow up on respondents and to post reminders until sufficient respondents were recruited 
and data saturation and repetition was achieved. Thirteen GPs were recruited through this 
process and completed online interview via ‘Zoom’ social media platform in line with Covid-
19 health guidelines (Banyai, 1995). Interviews varied in duration from thirty to ninety 
minutes. All interviews were captured with audio and video recordings via ‘Zoom' platform 
and backed-up with dictaphone audio recording device. Respondents were emailed a study 
information guide and consent form prior to participating in the interview (Appendix 3). The 
interview guide was developed as the interviews evolved, to explore key aspects in greater 
depth and meaning (Appendix 2). Interviews were professionally transcribed verbatim and 
checked by the author and members of the supervisory team. No amendments were required.  
2.30 Analysis  
For the purpose of this research, thematic analysis was utilised to provide meaning to the 
interview transcripts as described and adapted from Braun and Clarke (2006). Thematic 
analysis is a theoretically flexible approach that can offer a complex, rich and detailed 
account of the data that has various applications within qualitative research and which 
provides a method of identifying and analysing patterns or themes within the data text though 
its implications within research analysis reach far beyond this description (Boyatzis, 1998). 
Although there are conflicting views among scholarly articles in relation to the most 
appropriate theoretical framework that should be adopted, it is more important to note that 
whatever methods are used that the theoretical framework match what the researcher needs to 
know and that they acknowledge and recognise these decisions (Braun and Clarke, 2006).  
 Braun and Clarkes have adapted a six-stage guide to thematic analysis that is popular among 






Description of process  
1. Familiarizing yourself with 
your data 
Transcribing data (if necessary), reading and re-reading the 
data, noting down initial ideas 
 
2. Generating initial codes 
Coding interesting features of the data in a systematic 
fashion across the entire data set, collating data relevant to 
each code 
 
3. Searching for themes 
Collating codes into potential themes, gathering all data 
relevant to each potential theme. 
 
4. Reviewing themes 
Checking if the themes work in relation to the coded 
extracts (Level 1) and the entire data set (Level 2), 
generating a thematic ‘map’ of the analysis. 
5. Defining and naming 
themes 
Ongoing analysis to refine the specifics of each theme, and 
the overall story the analysis tells, generating clear 
definitions and names for each theme 
6. Producing the report The final opportunity for analysis. Selection of vivid, 
compelling extract examples, final analysis of selected 
extracts, relating back of the analysis to the research 
question and literature, producing a scholarly report of the 
analysis 
2.30 Table 1: Phases of thematic analysis adapted from Braun & Clarke, 2006, p. 87 
 
The transcription phase can be laborious and time-consuming but vital to the early stages of 
analysis (Braun and Clarke, 2006). Lapadat et al, (1999), suggests that the researcher gains a 
deeper understanding of the process and the data if they are directly involved in the 
transcription process. (Lapadat and Lindsay, 1999). The author transcribed three of the 
interviews that helped immerse the researcher within the data, unfortunately due to time 
constraints the remaining transcripts had to be professionally transcribed by a third party, 
“The Transcription Shop”, (Transcription, 2020). Accuracy of transcriptions were reviewed 
and verified by the author. Video and audio recording via ‘Zoom’ platform provided another 
level of interpretation when reviewing the transcripts. Edwards (1993) discusses the 
importance of capturing and interpreting responses verbatim and providing a thorough and 
rigorous orthographic transcript of all verbal and nonverbal utterances. Interviews were 
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transcribed verbatim and reviewed by the author for accuracy. Qualitative transcription 
software was utilised to support the data sorting phase (Doc-tools Extract Changes Pro). 
Three transcripts were selected at random by the supervisory team. The primary researcher 
and the three supervisors reviewed the transcripts in isolation and generated initial codes as 
per step two of the thematic analysis process. Once consensus was reached between the 
reviewers on the identified codes, the remainder of the transcripts were coded, and data 
collated. A thematic mind-map was developed that provided a clear overview of the emerging 
themes and relationships between various data sets (Braun and Wilkinson, 2003), (Appendix 
8). Transcripts were revisited several times during this process to define and further refine the 
themes and subthemes for analysis to identify the essence of what each theme is about (Braun 
and Clarke, 2006).  
2.31 Validity and Reliability  
Throughout the process, regular meetings were held with the supervisory team that allowed 
for continuous critique and feedback of the research process and ensure rigorous practices 
were adhered to. Morse et al, (2002), discusses the importance of maintaining rigorous 
practices when conducting qualitative research…..”without rigor, research is worthless, 
becomes fiction, and loses its utility”…. (Morse et al., 2002). Seminal works by Guba and 
Lincoln’s, (1981), describes the importance of “rigor” to establish strategies of 
trustworthiness as an external verification tool at the end of the research process  (Guba and 
Lincoln, 1981). Morse et al. (2002) suggests that an essential weakness of this approach only 
addresses the issue at the end of the process rather than focusing on the reliability and validity 
of the research process during the study phase, where the researcher may run the risk of 
violating the validity and reliability of the study before it is too late to amend (Morse et al., 
2002). This phase of the research was embedded in the scientific principles of qualitative 
research and further underpinned by the author engaging in reflective practice and regular 
51 
 
critical appraisal reviews with the research supervisory team. These practices ensured rigor, 
validity and reliability and were adhered to, where any threats to these core principles were 
addressed as they transpired which further strengthened the overall process. 
“regardless of the standard or criteria used to evaluate the goal of rigor, our problem 
remains the same: they are applied after the research is completed, and therefore are used to 
judge of quality. Standards and criteria applied at the end of the study cannot direct the 
research as it is conducted, and thus cannot be used pro-actively to manage threats to 
reliability and validity” (Morse et al., 2002). 
2.32 Ethics   
Prior to commencement of this research, research approval was sought and granted by 
Professor Conor Deasy, Chairperson of the National Ambulance Service, Research 
Committee (Appendix 1), and Mr. Pat Dillon, Consultant Anaesthetist, Chairperson, 
Research Ethics Committee, University Limerick Hospital Group, Health Service Executive 
(Appendix 2). Participatory consent forms were distributed to all interview respondents prior 
to commencement stage. Some respondents returned signed consent forms with all 
participants providing verbal consent recorded within each transcript. A minor design 
amendment was sought from Professor Conor Deasy, Chairperson, National Ambulance 
Service, Research Committee and was granted. Approval letters contained within appendices. 







Chapter 3: Results 
The following chapter three will introduce the quantitative and qualitative data in journal 
format within two separate sections within this chapter. Section one will present the 
quantitative survey questionnaire results. Section two will present the qualitative semi-
structured interview results.  
3.0 Abstract 
Introduction 
Other than nursing, non-medical roles within general practice in Ireland have not been 
explored to date, despite current and future GP workforce shortages. Recruitment and 
retention of GPs is challenging with reports of excessive workload and burn-out causes for 
concern. Non-medical personnel such as Advanced Paramedics (APs) have integrated into 
various non-traditional roles and general practice within the UK health system. Workforce 
shortages in general practice is a universal problem that is not unique to Ireland. APs may be 
able to provide support to general practice due to their accessibility and compatibility to 
aspects of general practice. This research will attempt to gauge if GPs are ready to explore a 
new concept of collaboration with APs to support the future of rural general practice in ROI.   
Methods 
A survey questionnaire was distributed to a purposive cohort of GPs attending a medical 
conference on rural general practice in the midlands of Ireland. The survey questionnaire was 
designed and validated through pilot test and expert peer review group. The aim of the survey 






Twenty-seven GPs (n=27) responded to the survey. Data was collected and analysed and 
presented with charts and tables using Microsoft Excel software. Statistical analysis software 
was not required. Demographic age profile replicated the literature with nineteen GPs (n=19) 
over the age of sixty years. Majority of respondents approved APs treating and managing 
their patients with various clinical presentations both in the patient’s home and within the 
surgery.   
Conclusion 
This was the first phase of the research to establish a basis for further exploration. GPs 
demonstrate a willingness to collaborate with APs in a variety of settings despite thirty-eight 
percent of the respondents (n=12) stating that they were either unfamiliar or undecided 
towards AP practice. The data collected has provided a rationale for further exploration into 












3.1 Introduction  
The following section of the study will present the analysis of the quantitative survey data. 
Quantitative data provided the researcher an opportunity to gain an insight into the 
perceptions of GPs towards introducing APs into general practice in Ireland and establish a 
solid foundation for progressing with the study. A suitable pre-existing validated survey 
questionnaire could not be found therefore a questionnaire was designed and validated 
through a process of pilot study and expert peer review panel (Grant and Davis, 1997). The 
questionnaire design was closely guided by previous works by Bickman, et al, (2008), 
(Bickman and Rog, 2008). Reports suggest GP population to have a low response rate to 
research due to their workload and therefore this single field trip provided rich data to inform 
the next phase of the study. The design and distribution of the survey generated a strong 
response from a population that would not normally be able to provide such return of data 
(McAvoy and Kaner, 1996b). (Table 1) provides an overview of the participant demographic 
with additional quantitative statistical data displayed in tables, charts, and diagrams format 
and presented within appendices.   
3.2 Quantitative Questionnaire Results 
3.2.1 Table 1; GP demographic provides an overview of the twenty-seven respondents 
(n=27). Seventeen males (n=17) and ten females (n=10) completed the questionnaire. Age 
profile of the respondents compares with current trends in rural general practice in Ireland 
with nineteen of the respondents over the age of sixty (n=19). Nineteen of the respondents 
(n=19) described their practice as mainly rural though this is anticipated given the location of 





Table 1: GP participant demographic details (n=27) 
 
One practice (n=1) reported to have less than one thousand patients registered with their 
practice with two practices (n=2) having more than six thousand. The standard number of 
patients registered per practice was between one thousand and six thousand with the average 
at one thousand patients per practice (n=24). Fifteen (n=15) respondents stated that they were 
familiar with AP practice with twelve (n=12) stating that they were either unfamiliar or 
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Table 2: GP Questionnaire responses (n=27) 
 
3.2.2 Table 2; presents a range of questions tabulated in table format. The questions 1-10 
posed a variety of clinical presentations and management of these conditions by the AP on 
behalf of the GP. There was strong consensus among the twenty-seven respondents (n=27) in 
all areas from cardiovascular assessment and management to respiratory, and gastrointestinal 
clinical presentations. Question seven, neurological assessment and management divided 
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Table 3: Combined GP responses questions 1-10  
 
3.2.3 Table 3; GPs demonstrated popular consensus within all ten clinical scenarios 
presented. Question seven neurological assessment and management was the lowest response 
with 44% agreed, with question two, cardiovascular management rating the highest response 


































Table 4: Additional Tasks 
3.2.4 Table 4; GPs were asked to list additional tasks or skills that they believed the AP 
should possess that would be most beneficial to support GPs in their roles. Of the 20 tasks or 
skills described, 13 of the 20 tasks identified (yellow) are currently performed by APs - as 
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5. PULMONARY FUNCTION TEST/SPIROMETRY
6. ACUTE URINARY RETENTION 
7. PHLEBOTOMY
8. SUTERING/WOUND CARE
9. MINOR SURGERY 
10. MUSCULOSKELETAL INJURIES
11. TRAUMA
12. PERSCRIBING OF MEDICATIONS 
13. DIAGNOSTIC TESTING
14. PROVIDE OUT-OF-HOURS SERVICE
15. MINOR INJURIES CARE/MANAGEMENT
16. PATIENT ASSESSMENT/HX TAKING
17. PNEUMOTHORAX MANAGEMENT 
18. FRACTURE MANAGEMENT 
19. RECOGNITION OF ANAPHYLAXIS
20. VACCINATIONS 
Additional Tasks 
1. Home Visits 2. Catheterisation
3. Psycological Assessments 4. ECG
5. Pulmonary Function Test/Spirometry 6. Acute Urinary Retention
7. Phlebotomy 8. Sutering/Wound Care
9. Minor Surgery 10. Musculoskeletal Injuries
11. Trauma 12. Perscribing of Medications
13. Diagnostic Testing 14. Provide Out-of-Hours Service
15. Minor Injuries Care/Management 16. Patient Assessment/Hx Taking
17. Pneumothorax Management 18. Fracture Management
19. Recognition of Anaphylaxis 20. Vaccinations
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Data collected from the quantitative enquiry provided a basis for further exploration. This 
rich data informed the structure and design of the semi-structured interview guide that also 
immersed the author deep within the research study. Mixed methods mythology approach can 
be labour intensive adopting two different methodologies; however, it does provide an 
opportunity for the researcher to become more acquainted with the subject matter. The author 
was informed on the subject matter and was positioned to openly discuss a range of issues 
with the respondents. This familiarity facilitated a natural setting during the interview phase 
that produced rich and meaningful research data.    
Methods 
Thirteen comprehensive qualitative semi-structured interviews were conducted with General 
Practitioners working in the Republic of Ireland, (ROI). The focus of the interviews was to 
explore GPs attitudes to the concept of introducing Advanced Paramedics into General 
Practice in the ROI. The interviews were held online via Zoom platform with the ability to 
record both audio and visual communications. Interviews varied in duration ranging from 
thirty minutes to ninety minutes. Interviews were accurately transcribed, and data was 







Universal themes emerged during the interview process that shared commonalities between 
both urban and rural general practice. Sustainability of rural general practice will be a 
challenge in the foreseeable future in the ROI. GPs acknowledge that the traditional rural 
general practice model of healthcare delivery may have to change to remain viable. GPs 
remain optimistic for the future and demonstrate a willingness to exploring the concept of 
collaborating with Advanced Paramedics in certain areas of general practice and primary 
care. Overall, three key themes were identified from the interview process: (1) Future 
healthcare challenges (2) Primary Care and Paramedicine partnership (3) From theory to 
tangibility.    
Conclusion 
GPs within rural Ireland see their role evolving to remain viable. They envisage a future of 
collaboration with APs and other allied healthcare professionals and primary care teams 
where they will become administrators of services coordinating the patient’s healthcare 
needs. There are roles which have been identified where Advanced Paramedics could provide 
much needed support to general practice, however APs will need to adapt their skillset to 
successfully emerge into general practice. GPs have demonstrated intuitive thinking and 
courageous attitude to exploring this concept. APs have previously demonstrated their ability 
to adapt to new challenges. This research may assist in establishing a roadmap to support 






3.4 Introduction  
The challenges facing general practice have been well documented globally. The burden of 
disease coupled with co-morbidities, increasing age and rise in population, are all impacting 
upon demands for limited general practice services (France et al., 2012). GPs in the Republic 
of Ireland (ROI), are facing similar challenges with future predictions to escalate beyond 
current capacity (O’Callaghan et al., 2018). Retention of GPs in the ROI is a major cause for 
concern, citing workload burden and burnout as the key reasons for emigrating (Mansfield et 
al., 2015). GP graduates that choose to remain within the Irish healthcare system are not 
incentivised to rural practice opting for larger urban centres instead (McGrail et al., 2012). 
The burden of house calls and out-of-hours services are placing significant demands on rural 
GPs workload that may impact the future sustainability of rural general practice within its 
current form (Crosbie et al., 2020). General practice in rural Ireland may not be viable into 
the future unless alternative models of healthcare delivery are adopted. As Paramedicine 
evolves, roles that would normally have been undertaken by rural GPs in the past, such as 
trauma care and medical emergencies have successfully been subsumed by Advanced 
Paramedics (PHECC, 2017). Perhaps it is time to revisit this alliance once more to further 
explore opportunities for collaboration for the betterment of our patients. This research aims 
to offer an insight into GPs attitudes towards introducing Advanced Paramedics into general 








3.5 Evaluation of Qualitative Research  
Thirteen GPs were recruited and consented to participate in interviews. Interviews were 
conducted via zoom social media platform due to Covid-19 health guidelines. Interviews 
were recorded with video and audio media and transcribed verbatim. Three major themes 
emerged from the qualitative data and these were: future healthcare challenges; primary care 
and paramedicine partnership; and from theory to tangibility. Major themes were divided into 
a series of interrelated subthemes as described in Table 1 below.   
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3.6 Participant Demographic  
Interview participants came from a range of GP practitioners with a varying degree of 
experience and practice in a variety of settings including remote and rural to urban and 
mixed. Respondents either came from a background of single-handed practice, dual practice, 
working as a locum, GP registrar or as part of a team. The geographical spread of the 
participants provided a broader insight into the challenges facing rural general practices 
incorporating nine different counties reaching from north, south, east, and west of the island. 
Eight males and five females were recruited with six of the respondents over the age of fifty-
five.  
Identifier  Gender  Age  Practice  Location  Background 
GP01 Male  >55 Rural  Clare Single-handed practice 
GP02 Male >55 Urban  Limerick  Locum, resigned from 
full-time practice  
GP03 Male >55 Mixed  Roscommon  Team practice, near 
retirement  
GP04 Male  >55 Rural  Waterford  Locum, resigned from 
full-time practice  
GP05 Female  <55 Urban  Cork  Team practice  
GP06 Female  <55 Rural  Clare  GP Trainee  
GP07 Male  >55 Rural  Donegal Single-handed Practice 
near retirement  
GP08 Male <55 Mixed  Roscommon  Team practice  
GP09 Female  <55 Urban  Cork  Dual practice  
GP10 Female  <55 Rural  Donegal  Dual practice  
GP11 Female  <55 Rural  Kerry  Dual practice  
GP12 Male  >55 Rural  Mayo  Single-handed practice 
near retirement  
GP13 Male  >55 Rural  Monaghan  Dual practice  






















Figure 4 Geographical Location GP Practice  
 
 North-West (n=2)  
 West (n=1) 
 Midlands (n=2) 
 Mid-West (n=3) 
 South (n=3) 
 South-East (n=1) 
 North-East (n=1) 
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3.7 Theme 1 - Future Healthcare Challenges 
This theme relates to the current and future challenges facing rural general practice that is 
further explored within the subthemes; sustainability of rural general practice in Ireland; 
systems failure; and GPs perceptions for the future. GPs acknowledge workload, burnout, and 
capacity to delivery services to be a major challenge within its current format in the ROI. GPs 
believe rural general practice in Ireland to be unsustainable and feel that policy makers are 
not listening to their concerns. GPs feel that incentivising young GPs to rural areas will be a 
challenge and single-handed practices are no longer viable. The burden of running a practice 
and providing out of hours services and home visits are becoming increasingly difficult.  
“It’s not sustainable, we’re not training nearly enough doctors who want to stay in the 
system…there’s a lot of towns, small towns, villages, without a GP at all, and that’s only 
getting worse” (GP04) 
“there's Tweets coming from general practitioners who would be very reasonable and 
responsible who are saying that it’s not sustainable. So, you have to look at the development 
of what's there to make it sustainable” (GP02) 
“there’s a massive issue in terms of sustainability…in terms of how it’s resourced…GPs 
bums on seats, it’s not sustainable… I don’t see rural GP being as it is at the moment, I think 
it’s going to be a very limited service” (GP05) 
“I suppose the dynamic change of the smaller practices are non-viable because a lot of 
younger GPs do not want to come to very rural areas especially don’t want to come to work 
single handed practices” (GP01) 
 “I think the younger grads if they choose to stay in Ireland which is a big if, are choosing to 
stay in centres where they are, where there are facilities in terms of schooling, hospitals, 
transport, those sort of links” (GP08) 
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“There’s two different types of general practice in Ireland.  There’s the urban-based and the 
rural based and I think the future viability of rural general practice is at a crossroads at the 
moment.  I think the current model of smaller single/double-handed practices is in serious 
doubt” (GP08) 
With the current model there is a growing fear among GPs that elderly people with chronic 
disease living in islotaion will become even more disinfranchised.  
“the model has to change because the current model is that you have a lot of elderly people 
living alone or in an isolated kind of way with increasing numbers of chronic disease” 
(GP02). 
Aging GP population has been well documented and further reflected by GPs as a key 
concern. 
“A lot of us are looking at retirement in the next five, ten years…there’s going to be a 
massive gap geographically between one GP and the next…GPs are struggling because 
they’re taking on patients that haven’t got another GP to go to because their GP’s retired 
and the workload is just unsustainable” (GP04) 
“there’s more work than we can actually handle and by default I suppose we are starting to 
send people to hospital via ambulance……we just don’t have the time to go and visit 
them…we’re under such pressure to deal with what’s coming through the front door that 
we’re not able to handle some of the other work. So, there’s a manpower crisis, ageing 
population” (GP13) 
Although the literature describes the challenges facing rural general practice, respondents felt 
that this is an issue for smaller urban practices and border counties also.  
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“I suppose a lot of GPs are under a lot of pressure the number of GPs that are available is 
declining and we have a manpower issue, that’s more acute in the rural areas and the small 
urban areas of Ireland. So, the West of Ireland particularly it’s finding it difficult to recruit 
GPs. But so is the border counties (GP13) 
“I would probably feel that general practice in Ireland has three categories.  It has private, 
public and geographic and if you’re geographically disadvantaged and a public patient, you 
are in big trouble” (GP08) 
A common theme among GPs is that they described a detachment between GPs and policy 
makers and the HSE where they expressed a sense of frustration.  
“Stephen Donnelly is talking about having got Cabinet approval for free care to the under 
12’s…. that is like booking into a hotel that’s 120% full. Saying that you’ve got free bed and 
breakfast for the next month, but there’s no rooms. There’s no food. You might be entitled to 
it but best of luck with finding it, so there’s that disconnect” (GP02). 
“I’ve got to the stage where I think most of the senior managers in the HSE really don’t know 
what they’re doing” (GP04). 
Capacity and workload were a major theme among respondents that was highlighted serval 
times. A new trend described among GPs was that they are seeing more patients that may not 
necessarily need to be seen “the worried well” that is impacting on their ability to treat the 
patients that do require their care.  
“we’re taking on public health vaccinations…I normally do 600 vaccines, take from two up, 
we’re talking about maybe in my practice alone, pushing 2,000.  I mean we don’t have 
capacity.  But we will expand, we will work longer and more strategically, sometimes enough 
is enough, isn’t it” (GP08). 
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“nowadays we see a lot of worried well and really it always worries me that we’re not seeing 
that 80%, we need to be seeing with 20% of our time. We’re rushing them through” (GP08) 
“Time and probably the inverse care principle. With COVID we are triaging everything, but 
pre-COVID, we were seeing the wrong people.  I mean 80% of my time, it’s like the pareto 
principle, 80% of my time is taken up with 20% of my patients who possibly don’t need to be 
seen because they’re good at working the phones” (GP08) 
A common theme among respondents was workforce shortages and the implications.  
“I think manpower is our single biggest challenge, so your sort of initiative certainly has 
options, we need to look at new options and reconfigure it because like there is very 
attractive GMS lists that ten years ago you’d have 50 applicants for.  Now you’re lucky to 
have one or two qualifying applicants” (GP08).  
Respondents described the differences between rural and urban patient expectations and how 
this can affect their ability to see the sick people that need to be seen.  
  “The rural person is a little bit more what you see is what you get, there’s nothing 
complicated, you’ll either get a shotgun between the eyes or a pat on the back, but you know 
where you stand, whereas in maybe in towns they’re, well sophisticated is the wrong word – 
a little bit more entitlement without responsibility” (GP08).   
GPs describe the burden of unscheduled emergencies and the impact that these have on the 
practice schedule.  
“you’re in the surgery seeing somebody who’s depressed giving you a story that may indicate 
that they’ve got some degree of cardiac failure then the phone rings and  somebody has fallen 
or collapsed three miles away or five miles away, the ambulance is two and a half or three 
hours away. So, what do you do” (GP02) 
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Access to GP specialist care is a major cause for concern that is placing significant demand 
on Ambulance Services and Emergency Departments.  
“I don’t believe we’re necessarily getting sicker as a nation but access to services is 
becoming a lot more bottlenecked…people will default to the easiest accessible service and 
the easiest service to sort of activate because they’re always going to come to you, is the 
Ambulance Service” (GP13) 
“So, you have a minor injury unit in Roscommon, but you can't transport people to that… 
You have to go an hour and a half to Galway. I read about the waiting times in Galway so 
there's the delay of handover and then travelling possibly an hour back before you're cleared 
in Galway. So, potentially you're going to spend the guts of four hours, roughly on one call” 
(GP13) 
“you know, the people on the hospital or ambulance trolleys aren’t always necessarily the 
sickest. Sometimes they’re the cutest” (GP08). 
“Everyone talks about being about the patient. It’s not about the patient. You go into 
hospital, it’s about how can we get this person in and out as quickly as possible.  Doesn’t 
matter whether he’s sorted, it’s about numbers. It’s about how can I keep my numbers right, 
how can I keep my bed occupancy down.  Like I mean bullshit. Sort it right the first time” 
(GP08).  
The establishment of large centralised primary care state run services may lead to the erosion 
of rural practice.  
“I think the beauty of general practice in Ireland and primary care is that we all have an 
investment in it.  We see it as ours, we can choose to practice, we’re not state employees, if 
you have a better practice that’s innovative you’ve better conditions but you also get more 
patients and whereas I think we are at real risk of going into a civil servant sort of mentality 
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where we will accept collusion of anonymity and, dare I say it, possibly also accept 
mediocrity” (GP08) 
“you know yourself in the ambulance service, you’re not needed till you’re needed and then 
suddenly it’s kind of you’re needed on the ground figure it out.  I mean if there’s frost or 
snow, we know how to get from A to B, we don’t need a ten-page protocol in three different 
languages” (GP008). 
Many GPs described the challenges of providing home visits to rural patients.  
“If I get a house call that’s an hour out of the day and it’s an hour I can’t afford which is one 
of the reasons most GPs aren’t doing rural house calls which is really poor when a lot of 
them are really needed” (GP04).  
“younger GPs are not doing house calls as much as we did and public health nurses don’t do 
routine house calls anymore because of just the workload, so there is a lot of people isolated 
again urban and rural and that is a need as well” (GP01). 
“house calls…I think that would be incredibly interesting because that’s probably one of the 
biggest stresses time-wise on a GP. Personally…I don’t have time, I do not do a house call 









3.8 Theme 2 - Primary Care & Paramedicine Partnership 
This theme explores the potential partnership between general practice and advanced 
paramedics and potential roles for APs within that collaboration. GPs described the demands 
of providing out-of-hours services, house calls and nursing home visits and felt that this is a 
role where APs would be beneficial.  
“the house calls are quite time-consuming and they’re usually unstructured. I have my 
appointment list allocated the day before…that would certainly be very good.  It would be 
great to have our eyes and ears out there but still to be involved in the decision making 
until you (AP) get to know the softer social stuff” (GP08). 
“I think certainly some of those house calls, you’ve got the clinical skillset as an AP that can 
be applied to other things, so you got this elderly patient, you just talk through the 
history…You can do the obs, you can take the history and you can come up with a differential 
diagnosis” (GP04).  
“Now, If it’s a thing the advanced paramedic could go, look actually, I’ll pop out and I’ll tell 
you whether, one, what’s happening, two, actually do you know what, you do need to pop out 
in this instance. Or three, don’t bother coming out, this person needs to go straight to the 
emergency department. I think that would be a fabulous facility, and I think a very good use 
of your time. And again, taking the pressure off ourselves as general” (GP05).  
“you could almost define the kind of patients that come to an out of hours co-op and that, 
probably more so than some general practice anyway, might fit better for AP work” (GP04).  
“Obviously out of hours, having APs would be great where you could work with the GP in 
the background” (GP01).  
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“if anything, out of hours, should be acute care. So, the APs are probably, as a starting point, 
probably better suited to out of hours care, because it’s more acute patient care” (GP05) 
“you’ve (AP) got a skillset that are very much kind of dovetail with that of the GPs. I mean 
you're into kind of acute and, it’s very much related to the kind of stuff that makes running a 
practice very, very difficult” (GP02). 
GPs felt that APs skillset could be seamlessly adapted and utilised in other areas such as 
chronic disease care, primary care team members or as part of a general practice-based AP.  
“Definitely there is a role there for anybody that can manage chronic disease…I think the AP 
could be more involved in that area I think that’s for the benefit of the composite picture” 
(GP12) 
“So, for example…you could do phlebotomy…a lot of chronic conditions require regular 
blood tests. A lot of the dangerous drugs, they're not being monitored in hospital. Dangerous 
drugs, like amiodarone, warfarin, lithium, drugs that can kill you” (GP02). 
“communication between the likes of myself and yourself (AP) about a patient, not only, one, 
would it be a very good service…You would teach me things about the patient I wouldn’t 
know, and vice versa. And I think again, the more we know a patient, the more information 
we have, the better the level of care” (GP05).  
“It takes a while to build up that relationship…if it’s very diluted and there’s one advanced 
practitioner for ten practices, it’s a bit like something you half use.  It would have to be an 
intimate maybe a relationship where you’d be part of our team, like the public health nurse” 
(GP08)  
“I think AP’s bring a particularly attractive skillset. Now, it probably needs to be altered to 
some degree because your training is geared up to emergency medicine and although there's 
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an overlap there are sometimes when we take a slightly different view to how we handle 
things than perhaps our emergency medicine colleagues” (GP13) 
“there's a lot of things the advanced paramedic would certainly, could be trusted to do at 
least as good and in many cases I'm sure a better job. Certainly, better if the advanced 
paramedic is doing it in a systematic sustained way as per their training as opposed to a GP 
who’s frustrated and who’s trying to do four things together” (GP02).  
“Working in partnership with the GP for instance being part of the primary care team, you 
(AP) being able to go out and assess someone living on their own…I suppose doing more 
general practice and keeping them out of the ED department” (GP01) 
“Nursing homes is a big issue….it would be ideal for ye (AP) to get involved in that 
sometimes because of the ability to travel and working with GPs in the background, like 
obviously ye would be frontline to the GP, you would be working in close contact with the GP 
with texting or telephone calling, so it just means that if you were out there and you weren’t 
happy with a person living on their own with their social settings” (GP02). 
“I think you could extend the reach of the AP’s reasonably easy. It won't be a fully 
Community Paramedic, it might be an interim stage” (GP13) 
Covid-19 has placed unprecedent demand on GP services resulting in more consultations 
being conducted over the phone. An unanticipated theme emerged where GPs felt APs would 
be beneficial in providing telemedicine services and phone triage within the practice. 
“An awful lot of our time is taken up with telephone triage…Where could I see you guys 
coming in, literally taking the phone, rather than the receptionist…applying your clinical 
expertise to what you have been told. Having you make a decision on how you could help us. 
I could see that as something that we could explore” (GP03).  
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“ we’re fully booked, and yet we’re still getting more phone calls for patients to be seen, the 
advanced paramedic would be absolutely worth their weight in gold in terms of triaging 
those phone calls….reducing demand on the general practitioner, thereby addressing the 
capacity issues. I think that’s probably the biggest thing” (GP05). 
“I mean a lot of the stuff that we do acutely in practice, even dealing over the phone with 
telephone triage of you know, acutely ill people and you're able to do the INU score and 
whatever. Like you know, that would help to free up the GP” (GP02).  
 
3.9 Theme 3 - From Theory to Tangibility 
The third and final theme explores making the concept a reality and to examine and develop 
subthemes that emerged during this phase of the research study; subthemes included barriers 
and enablers, consensus, innovation, and communication. Overall, GPs were quite optimistic 
to the concept of introducing APs into general practice and portrayed a positive consensus to 
being directly involved in such a programme or pilot study. Respondents described their 
opinions around resistance or barriers that such a novel concept might face through their own 
organisation within the GP population and other government departments. Overall GPs did 
not believe that there would be much resistance from within their own profession and felt it 
would be mainly welcomed within general practice.   
“I don’t think you’re going to be taking over a big patch from someone else, I suppose that 
would be one worry, the GPs would be saying, these guys are coming in on our patch, I don’t 
think so, I think we would have different roles, like I think the demand for healthcare work is 




“Our trade union the IMO might say, if we allow these people in that there will be less money 
for us, that would be one point, ok, some doctors would be worried about losing power and 
control over their practice and their relationship with the patient would be diluted, obviously 
clinical skill set would worry some, but I wouldn’t see it as a big problem” (GP01) 
Respondents that were aware of Paramedics working in general practice in the UK and other 
jurisdictions thought it was something that should be explored in ROI. 
“definitely the precedent is there it would be interesting to look at their models (UK)….every 
situation is unique what is happening in UK and Northern Ireland would be different to here, 
so it would definitely be of benefit in the out-of-hours” (GP01).  
GPs discussed what they believed to be the best approach to establish such a model and get it 
off the ground with most GPs volunteering to be part of the steering group or pilot study. 
“On a local level I suppose you would try and set up a steering group between GPs, GPs 
have a great interest in this and yourselves (APs) to bring it to the PHECC, so that would be 
important and definitely approaching, earlier places to like Shannon-Doc, because they have 
an immediate use for your services” (GP01) 
“I think things are changing so quickly that it is important to get into the groove, the 
movement of change is so rapid, get acting on such a proposal and get onto working groups 
to get moving rather than just letting these proposals gather dust on a shelf” (GP01) 
 “It’s good to be involved in change.  And like it’s your energy and your time.  It’s a small bit 
of my time, you know.  I mean I think most of us do like to maybe feel if we could make a 
change and be peripherally involved in change, just to say that lookit, hey, I did my bit and 
moved on” (GP08) 
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On the topic of APs working in out-of-hours services, respondents expressed an urgency and 
immediate desire to act on this initiative.  
“The co-op is an independent body so that could go ahead almost immediately depending on 
the insurance, and obviously your working closely with medical directors in Shannon Doc, so 
that is definitely something that I would put forward… you could see this kicking off sooner 
with the out-of-hours in the sense of the likes of Shannon-Doc would definitely be a port of 
call” (GP01) 
“I think we need to get very innovative and very creative in terms of how we address that 
issue in an alternative manner. And part of your study I think could be a very large part of 
that going forward, that we use APs and Allied healthcare professionals to plug gaps that 
aren’t necessarily pluggable by just putting in a full-time GP. I think that’s definitely 
something that should be considered” (GP05) 
“there is funding for practice nurses, practice managers ect, also there is subsidies there is 
HSE funding so it would be a matter using that fund if you only had a practice nurse half time 
you could have the Paramedic half time or else you get separate funding” (GP01) 
 “I would imagine the vast majority of GPs I know anyway would definitely want to support 
this.  And I can’t see any big barriers to it, to be honest, apart from financial, time for the 
training, and getting enough people interested in doing it” (GP10) 
“You’re a good communicator. I mean ultimately from this, do you envisage in the next few 





GP13 respondent is involved in the community paramedic pilot project and described 
experiences of the current model.   
“if you're thinking about running this out then you really need to think about the medical 
leadership within the ambulance service. That if you're going to have a community division it 
needs to be run by the people who are expert in that and that’s a general practitioner” 
(GP13) 
“direction for the programme needs to come from somebody who’s done the job and that also 
goes for the senior management if they're running out AP’s into community medicine, they 
need to have AP’s who've done the job so that they know what they're talking about” (GP13) 
“I think the Ambulance Service need to, if they're training more people they're going to need 
to canvas the GP’s of the areas that they're presuming to send them into because there's not 
necessarily going to be buy-in unless they know what it’s all about and of course, the 
question that everyone is going to ask is, I know you want more of me but what can I ask of 
you? so there has to be a communication there” (GP13) 
“With an alteration of the skillset…you might be able to make useful interventions….to give 
an IV…as a therapeutic thing, not as a transient thing…on route to Hospital. That’s what I'm 
going to do but I know I can go back in a few hours’ time and see how that lady has done. 
But I'm doing it in conjunction with medical oversight be it from the GP or out of hours co-op 
or medical directorate…we’re trying to keep people out but in a safe and controlled manner” 
(GP13) 
“I think whatever profession you're in you can't be stuck in a model of care that’s five or ten 
or 20 years old because the world does keep moving on….we delegate care all the time 
whether it be to a radiographer to take an x-ray or an ultrasound, to a lab technician, to 
paramedics, to practice nurses, PHNs. We delegate stuff all the time. We just need to maybe 
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think about delegating more of the kind of patient care in some facets off to other 
professionals. But in the knowledge that they're appropriately trained to take on that load” 
(GP13) 
A common theme echoed by many respondents was the impact of Covid-19 on driving 
innovative change within the healthcare system.  
“I think you’re at a good time, you’re at a cusp in history where this coronavirus has got us 
all thinking differently.  We’re doing things we never did before, never thought possible and 
there is the window, there is the moment in time where you can influence change and I think 















Chapter 4: Discussion 
 
4.0 Summary of Findings  
The primary aim of this study was to explore GPs attitude and opinions for the potential of 
integrating Advanced Paramedics into primary care and general practice. This research 
suggests that GPs are willing to explore this option and recognise the potential opportunities 
for collaboration. GPs were overwhelmingly positive towards the concept of integrating APs 
into general practice and recognise the potential for such a program and have provided 
numerous examples where they could see areas for collaboration. The most common roles or 
tasks were in home visits, nursing homes and particularly out-of-hours services. Most GPs 
envisaged a clinical role within the surgery including patient assessment, management, and 
triage. GPs do not believe there would be much resistance from within general practice as 
they recognise their workload has far exceeded their capacity. Paramedics in the UK have 
successfully transitioned into many areas of health including general practice (Schofield et 
al., 2020). GPs in ROI are cognisant of these new practices and therefore do not fear them but 
rather are prepared to embrace them and recognise healthcare, including general practice 
must adapt and evolve to remain viable. Health workforce shortages is a global problem 
facing third world and first world countries, alike (Williams and Thomas, 2017). This is not a 
crisis of poverty but one of free movement of professional workers within an open global 
economy (WHO, 2006). In times of crisis, third world countries have adopted task shifting 
models of healthcare delivery where tasks normally undertaken by limited medical 
professionals are taken on by alternative healthcare workers with less education and training. 
Healthcare workforce shortages is now a first world problem with countries like UK, 
Australia, New Zealand, and Canada adopting task shifting models of healthcare delivery, a 
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third world solution for a first world problem (Maier and Aiken, 2016). Ireland has been slow 
to embrace these universal practices, maintaining tradition over necessity. Advanced Nurse 
Practitioners and Physicians Assistants are forms of task shifting where roles such as 
advanced diagnostics and medical prescribing that was once solely the domain of the Doctor 
are successfully subsumed by alternative healthcare workers (Jakimowicz et al., 2017). GPs 
have indicated that they are ready to explore transferring more tasks to APs, perhaps it may 
be time to seize this opportunity and act upon this momentum. There are many challenges 
facing the healthcare system that are multidimensional and will require a cohesive, innovative 
approach from key stakeholders and policy makers, alike.   
 GPs exclusively supported the concept of APs treating a variety of clinical scenarios on their 
behalf despite thirty-eight percent of respondents acknowledging that they were not 
acquainted with AP practice in the survey. This finding of overwhelming support was 
unexpected and required further investigation through qualitative interviews. These findings 
were validated within the qualitative phase of the study where GPs were unanimous in their 
support for collaboration with APs. GPs demonstrated overwhelmingly to collaborate with 
APs utilising two separate data sets, quantitative and qualitative methodologies. Either 
specific data set on its own may raise concerns of validity and reliability, however the mixed 
methodology approach facilitated a more robust method into this finding that would not have 
been possible using a mono-methodology approach (Cresswell and Plano Clark, 2011). 
The increased workload and limited capacity of GPs to provide services has been extensively 
documented within the literature (Crosbie et al., 2020). There have been numerous reports 
describing the challenges facing general practice including increased workload and burnout, 
these testimonies have provided an extraordinary insight into their personal lives. Although 
this is not empirical data, the GPs views and opinions are expert within their field. Their 
accounts are detailed and information rich with great meaning. This is a report of the views of 
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a cross section of potential respondents (Creswell and Creswell, 2017). Interviews were 
widely advertised through e-mail to a national GP network (Irish Rural Island and Dispensing 
Doctors). The respondents are broadly representative of the study population across the island 
of Ireland. These interviews provided an exclusive, detailed insight into the world of general 
practice in Ireland, that has not been previously documented in this way. The testimonies 
provided are honest and forthright describing a broad range of issues. The author was 
privileged to have been afforded access to this data. However, with privilege comes 
responsibility, responsibility to treat this information with the highest standard of ethical 
procedure possible, but also to act upon its findings. This will be the focus of further research 
within this area.    
4.1 Key Controvertible Issues    
Various discussion points emerged during the data collection phase. Points of discussion 
raised were employment, remuneration, indemnity, communication, and funding.   
Employment - to establish who the APs would work for, either the HSE, Ambulance Service, 
out-of-hours services or GP practice. GPs felt that this could be approached in a similar 
approach to the practice nurse where HSE funding is made available. Some GPs felt the AP 
should remain within the remit of the HSE/NAS but felt this model dilutes the partnership 
and more importantly “trust” between the GP and AP and felt that this would lead to a 
disconnect. GPs unanimously cited the issue of “trust” and felt that this potential partnership 
would have to be treated similar to GP registrar where the AP would undergo a period of 
preceptorship and mentorship from the GP to support AP transition into general practice. 
Out-of-hours co-op was also presented as an option for direct employment as was a private 
agency operating a GP contract agency in the mid-west. Various options were discussed but a 
common theme among all respondents was that these barriers could be overcome.  
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Remuneration - GPs are private contractors and self-employed and therefore they viewed the 
AP as another member of the team as one model. Another suggestion was to replicate UK 
model where the AP is directly employed by the GP practice or between several practices 
within a region. The Community Paramedic pilot (CP) model was also discussed where the 
CP remains directly employed by the HSE/NAS and is dispatched through a central control 
room. GP13 is familiar with this model and works directly with the CPs in the border regions. 
He felt that while the CP model is working well, they feel a disconnect with the CP as they 
are not linked to the surgery. This was a common theme among GPs.  
Indemnity - respondents felt that they would have to have a connection with the AP if they 
were treating patients on their behalf. The issue of “trust” resurfaced and “being part of the 
team” to be important to the success of any potential model. Indemnity was less of an issue in 
relation to out-of-hours where respondents felt this was a concept that could be explored 
immediately as the Co-op was a private contractor and did not envisage indemnity an issue 
once the AP would be working as part of a GP led team.  
Communication – communication was discussed at length by most respondents. GPs felt that 
like the issue of “trust” and “being part of the team” that communication was key. GPs felt 
that they would be comfortable with telephone supervision until the AP and GP had reached a 
mutual point of “trust”. This again was compared to the GP registrar example where the 
relationship would form over time between the GP and the AP. Respondents revisited this 
example and felt that it is a good basis for exploration.  
Funding – respondents had various approaches to this concept. It was presented that directly 
funded program by the GP practice may deviate away from the original concept as private 
practice is based on renumeration they felt the AP would be utilised in areas that would make 
money for the practice that this would be counterproductive and against the ethos of the 
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original design. Another approach was HSE funding like the practice nurse. The current pilot 
CP program was also discussed as an example where the AP would remain within the remit 
of the HSE/NAS utilising their vehicle, equipment and communications devices, this 
replicated issues of disconnect, trust and not part of the team. Respondents echoed their view, 
that a model should replicate the GP registrar training so far as the AP would be part of the 
practice team, attached to that practice under the guidance of the GP. One of the respondents 
familiar with the current Community Paramedic pilot model felt access to the CP was 
disjointed or diluted when shared with other practices outside the area and this needed to be 
addressed going forward.  
4.2 Research Implications 
Future research should establish the views of advanced paramedics and other key 
stakeholders. This research has established the views of GPs and their support for 
collaboration and change. Community Paramedic programmes are beneficial; however, it will 
take significant time and expense to appropriately resource and implement. International 
evidence has demonstrated treating patients within their own homes and community increases 
patient satisfaction and reduces demand on healthcare capacity and expenditure.  This 
contributes to a reduction in overall healthcare expenditure, GP workload, ambulance 
transport, ED attendance and hospital admission. APs are engrained within the community 
and can play a larger role in healthcare delivery, especially in rural Ireland.    
Future research would be required to examine the views of the APs and gain an insight into 
their position. A working group or delphi process consisting of key stakeholders from within 
the disciplines of general practice, ambulance service, health service, department of health, 
hospital groups, patient advocate groups, and representative unions. A working group should 
be established to examine the feasibility of such a project and produce a report prior to pilot 
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study phase.  A pilot study where an AP joins a GP team for several months to participate in 
the suggested activities identified in this study would also be a worthwhile program of 
research. Throughout the pilot study, patient level outcomes as well as the acceptability of the 
intervention could be explored. Such a study would provide evidence of whether APs are 
effective in general practice. It would also provide an insight into how APs would work as 
part of the general practice team and how the professional relationships and organisational 
processes could function in the Irish healthcare system. 
It is envisaged the cost of implementing this concept would be minimal as this study suggests 
utilising existing resources more efficiently, however, a pilot model cost analysis would be 
necessary, this was beyond the scope of this study. APs are already established within the 
healthcare system with primary focus on emergency medicine. Efficient use of AP resources 
could reduce overall expenditure, ambulance transport, ED attendance and hospital admission 
that may offset the redeployment of some APs into general practice (Podolsky et al., 2018). 
Indemnity was discussed among the respondents and various approaches were described. GPs 
felt if the AP were acting on their behalf attending their patients that this would not be a 
barrier. Similar testimony was provided regarding out-of-hours services where the service 
would be GP led. Current community paramedic pilot project operates indemnity under the 
auspice of the national ambulance service, medical director.  
4.3 Recommendations for Practice  
This study has highlighted a potential partnership between GPs and APs that requires further 
exploration. GPs have described that they are overwhelmingly positive to such an initiative. 
APs have demonstrated in the past and within other jurisdictions that they are prepared to 
evolve and grow into alternative roles within the wider healthcare system. The key 
recommendations for practice from this study are: 
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APs may have a greater role to play within the wider healthcare system like their 
contemporaries within the UK. Community Paramedic programmes will take several years to 
implement and reach a scale of service that delivers results at a population level. APs are 
already practicing within the community and with minimal adjustments as outlined below 
could take on the proposed new roles with GPs. GPs have provided testimony where they see 
APs current skill set applied but aimed towards general practice rather than emergency 
practice under the guidance of the GP. Urinary retention, catherization, fluid therapy and 
phlebotomy were some of the common clinical scenarios where the GP believed APs could 
provide much needed supports that could be utilised in out-of-hours services, home visits and 
nursing homes. Although catheterisation would be a new skill for APs, it requires minimal 
training. The paramedic registration body in Ireland, Pre-hospital Emergency Council 
(PHECC) have developed draft “treat and discharge” protocols that could be implemented 
safely without delay under the auspices of the local GPs (PHECC, 2017). GPs have described 
how they envisage APs attending house calls on their behalf providing assessments and care 
while communicating with the GP. This approach has been shown to be beneficial for 
patients while reducing ambulance conveyance, ED attendance, hospital admission and 
healthcare costs.  
GP recruitment and retention, while not the focus of this study, was an area that emerged 
which requires immediate action, especially within rural Ireland. GP graduates will need to 
be adequately incentivised and remunerated to take up practice within remote regions. The 
implications of inaction in this area will restrict future access to services that will 
disproportionally impact elderly patients with chronic disease and co-morbidities. This 




4.4 Strengths and Limitations 
Whilst data saturation was achieved within this study relative to the research question, it is 
only representative of one key stakeholder. Due to study constraints, Advanced Paramedics 
voice has not been represented within this research. It would be important to establish the 
views and opinions of Advanced Paramedics and that will be the focus of future studies.  
Secondly, GPs were overwhelmingly supportive towards the concept of integrating APs into 
general practice, however, no dissenting voice was discovered among this cohort. This was 
an unexpected finding over two separate data collection methodologies. This may be an area 















Chapter: 5 Conclusion 
This thesis aimed to establish the opinions and attitudes of GPs towards the concept of 
integrating APs into general practice in Ireland. The aim of the thesis was to gain a better 
understanding of the challenges facing rural general practice and establish if GPs were 
susceptible to collaborating with APs. The findings of this study have highlighted the extent 
of the problems facing rural general practice that provided a comprehensive insight into the 
personal strains endured by GPs. GPs demonstrated overwhelming support towards the 
concept of integrating APs into general practice and provided many examples for potential 
collaboration. GPs within rural Ireland see their role evolving to remain viable. They 
envisage a future of collaboration with other allied healthcare professionals and primary care 
teams where they will become administrators of services coordinating the patient’s healthcare 
needs. There are roles which have been identified where Advanced Paramedics could provide 
much needed support to general practice, however APs will need to adapt their approach to 
successfully transition into general practice. Though there may be bridges to cross to 
establish this partnership, GPs do believe this can be achieved and have demonstrated 
intuitive thinking and courageous attitude to exploring this concept. APs have previously 
demonstrated their ability to adapt to new challenges. Ireland has been slow to explore new 
healthcare delivery models, especially within general practice, choosing tradition over 
necessity. GPs have overwhelmingly described that their capacity has far exceeded their 
ability and need urgent support now. The Covid-19 pandemic has demonstrated what can be 
achieved when a crisis necessitates an innovative response. Rural general practice in Ireland 
is facing a potential crisis of grave magnitude, that will require a similar innovative response. 
The road ahead is uncertain, challenges will have to be overcome, what is evident is that GPs 
are prepared to engage in that process. Perhaps the time is right to act upon this momentum 
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Semi Structured Interview Guide 
 
1. How do you see the future sustainability of rural general practice in Ireland?  
 




3. What type of supports do you need to sustain future services? 
 
4. Do you think APs could provide some supports, if so, how? 
 
 
5. How do you think such a model could be implemented & funded? 
 
 
6. Would you consider directly employing an AP within your practice or as a co-op 
among other practices in your region? 
 
7. Do you provide home visits or out-of-hours services? Could APs take on some of these 
tasks?  
 
8. If so, how could you see this working, i.e unsupervised, phone supervision, bodycams, 
telemedicine ect.  
 
 
9. What is your opinion on APs prescribing? How might this work, restricted practice, 
antibiotics ect.  
 
10. What do you think might be the biggest barriers to implementing such a model in rural 
general practice in Ireland? Develop issues. 
 
 
11. Would you be willing to provide training or mentoring to an Advanced Paramedic to 
develop their knowledge and skills? 
 
12. Is there anything else that you would like to add?  
 
 













7. To support GP’s in practice would you consider 
exploring the concept of shifting some of the 
following tasks to Advanced Paramedics within their 
current scope of clinical practice? 

















1. Perform a detailed cardiovascular 
examination  including Hx taking, recognition 
of common cardiac conditions including risk 
factors & common causes of chest pain & ACS 
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
2. Acute Myocardial Infraction/ACS 
management including intravenous 
cannulation & appropriate drug therapy i.e 
analgesic, nitrates, anticoagulation, 
thrombolytic therapy ect. 
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
3. Perform a detailed respiratory examination, 
including Hx taking, recognition of common 
respiratory conditions, asthma, COPD, 
pulmonary oedema ect. 
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
4. Manage acute respiratory emergencies 
including severe asthma, exacerbation of 
COPD, Acute pulmonary oedema   
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
5. Perform a detailed gastro-intestinal 
examination, including Hx taking, differential 
diagnosis of abdo pain, recognition of 
common GI conditions based on Hx & 
examination.   
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
6. Manage acute abdominal emergencies 
including administration of appropriate anti-
emetics and analgesics. 
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
7. Perform a detailed neurologic examination, 
including Hx taking recognition of common 
conditions including migraine, CVA, 
intracranial haemorrhage ect & appropriately 
manage acute emergency presentations.   
 
 
        1                     
 
 
2     3             
     
 
  4            5          
  
8. Perform patient assessments & appropriate 
treatment in the  surgery 
        1                     2     3               4            5            
9. Perform patient assessment & appropriate 
treatment at patients home if requested  










8. In your opinion what additional knowledge/competencies would an Advanced Paramedic require to be most 
beneficial to support you in your practice? e.g catheterisation, phlebotomy, diagnostic tests, etc.) 
(Please print answer) 
 1.   
 
 2.   
 
 3.   
 
 4.   
 
 5.   
 





3.13 Quantitative Results – Survey  
3.14 Introduction  
The following section of the study will present the analysis of the quantitative survey data. 
Quantitative data provided the researcher an opportunity to gain an insight into the 
perceptions of GPs towards introducing APs into general practice in Ireland. Reports suggest 
GP population to have a low response rate to research due to their workload and therefore this 
single field trip provided rich data to inform the next phase of the study. The design and 
distribution of the survey generated a strong response from a population that would not 
normally be able to provide such return of data.  
3.15 Characteristics of Respondents  
This analysis is based upon 27 respondents attending a rural general practitioners medical 
conference in Ireland. These respondents are considered information rich within their field of 
expertise (Bonevski et al., 2011). The following data was accumulated from 7 quantitative 
and 1 qualitative question within the data collection instrument. Though not requested, some 
respondents provided additional free text within the qualitative section of the data collection 
tool that provides discussion points for consideration. 
Question 1: Age Profile of Respondents 
33% (9) of the respondents are over the age of 65. 37% (10) of the respondents are ranging in 
age between 60 and 65 years of age. 11% (3) respondents are ranging in age between 55-60 
years of age and 11% (3) are also ranging in age between 50-55 years of age. There were no 




Table 4.1.1 Age numeric range of respondents  
 
There were no respondents within the age range of 30-35-years and 25-30-year range. (Table 
4.1.1 & 4.1.2).  From the data collected, 33% of respondents surveyed are 65 years and over 
with an additional 37% of respondents ranging in age between 60-65 years of age.  




















25-30 30-35 40-45 45-50 50-55 55-60 60-65 >65
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70% (19) of respondents surveyed are greater than 60 years old with 22% (6) of respondents 
between the age of 50 and 60 years of age. Only 8% (2) of respondents are less than 50 years 
of age. This data appears to further support findings by O’Dowd et al (2017) when they 
examined the demographic of the GP workforce in Ireland and found that in their study 14% 
of GPs were over the age of 64 years of age and were near retirement, albeit their study 
contained a larger sample  (O’Dowd et al., 2017). 
Table 4.1.3 Age range of respondents combined data 
 
 
Question 2: Gender Profile of Respondents  
Of the 27 respondents surveyed, 63% (17) are male, and 37% (10) are female. (Table 4.2). 
> 60 yrs
70%




> 60 yrs 50 - 60 yrs > 50 yrs
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Table 4.2 Gender of respondents 
 
Question 3: Geographical make-up of your practice? 
70% (19) of all respondents stated that their practice was based within a rural setting only, 
with 22% (6) respondents stating that they practice in a mixture of both an urban and rural 
setting, with only 8% (2) respondents stating that their practice is urban based only. (Table 
4.3) 













Question 4: Are you involved in GP training scheme within your practice?  
Of the 27 respondents surveyed, 67% (18) of general practitioners are not currently involved 
in a GP training scheme, with the remaining 33% (9) stating that they are involved. (Table 
4.4). 
Table 4.4 Number/Percentage of GPs involved in Training Scheme  
Question 5: Approximately, how many patients are currently registered with you? - 
Each of the 27 respondents provided an estimate of the number of patients registered to their 
practice. 4% (1) of the recorded practices recorded the lowest number of patients at 550 with 
7% (2) recording the highest number of patients per practice at 6000 patients per practice. 
The average number of patients registered with a practice was 1000 patients accounting for 







Table 4.5.1 Number of registered patients per GP Practice  
 
Table 4.5.2 Percentage of registered patients per GP practice
 
Question 6: Are you familiar with Advanced Paramedics scope of clinical Practice? –  
Using the “Likert 5-point scale” respondents were asked to state their level of familiarity with 
Advanced Paramedic scope of clinical practice. 1 on the scale indicating very unfamiliar, 2 
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Table 4.6.1 Numeric value GP Familiarity with AP Practice  
Of the 27 respondents surveyed, 44%, (12), stated that they were familiar with AP scope of 
clinical practice and 4%, (3), stating that they were very familiar. 4%, (3), stated that they 
were undecided with 30%, (8), respondents stating that they were unfamiliar with AP scope 
of clinical practice with a remaining 4%, (1) indicating that they were very unfamiliar. (Table 
4.6.1 & 4.6.2).   






VERY UNFAMILIAR UNFAMILIAR UNDECIDED FAMILIAR VERY FAMILIAR
GP Familiarity with AP Practice






GP Familiarity with AP Practice
Very Unfamiliar Unfamiliar Undecided Familiar Very Familiar
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Table 4.6.3 – Question 6, Combined Data 
 
Question 7.1: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice? - Perform a detailed cardiovascular examination including history 
taking, recognition of common cardiac conditions including risk factors & common 
causes of chest pain & ACS. 
 
Table 4.7.1 - Question 7.1, Numerical Data 
 
Of the 27 respondents surveyed, 52%, (14), stated that they agreed with APs performing a 
detailed cardiovascular examination including history taking, recognition of common cardiac 
conditions including risk factors & common causes of chest pain & acute coronary syndrome 















disagreed with a remaining 4% (1) stating that they strongly disagreed with APs performing 
this task on their behalf. 
 
Table 4.7.2 – Question 7.1, Percentage Data  
 
Of the overall respondents surveyed, 78% (21) either agreed or strongly agreed with APs 
performing a detailed cardiovascular examination including history taking, recognition of 
common cardiac conditions including risk factors & common causes of chest pain & acute 





Strongly Disagree Disagree Undecided Agree Strongly Agree
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Table 4.7.3 – Question 7.1, Combined Data  
 
Question 7.2: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice? - Acute Myocardial Infraction/ACS management including 
intravenous cannulation & appropriate drug therapy i.e analgesic, nitrates, 
anticoagulation, thrombolytic therapy ect. 
 
Table 4.8.1 – Question 7.2, Numerical Data  
 
Of the 27 respondents surveyed, 63% (17) stated that they agreed with APs performing acute 
Myocardial Infraction/ACS management including intravenous cannulation & appropriate 















22% (6) strongly agreed while 11% (3) of were undecided. 4% (1) said that they disagreed 
with APs performing this task on their behalf, while no respondent strongly disagreed.  
Table 4.8.2 – Question 7.2, Percentage Data  
 
Of the overall respondents surveyed, 85% (23) stated that they either agreed or strongly 
agreed with APs performing a detailed cardiovascular examination including history taking, 
recognition of common cardiac conditions including risk factors & common causes of chest 






Strongly Disagree Disagree Undecided Agree Strongly Agree
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Question 7.3: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Perform a detailed respiratory examination, including Hx taking, 
recognition of common respiratory conditions, asthma, COPD, pulmonary oedema ect? 
 
















56% (15) of respondents surveyed, stated that they agreed with APs performing a detailed 
respiratory examination, including history taking, recognition of common respiratory 
conditions, asthma, chronic obstructive pulmonary disorder, (COPD), pulmonary oedema ect, 
on their behalf.  11% (3) respondents strongly agreed while 22% (6) were undecided. 11% (3) 
disagreed with APs performing this task while no respondent strongly disagreed.  
Table 4.9.2 – Question 7.3, Percentage Data  
 
Of the overall respondents surveyed, 67% (18) stated that they either agreed or strongly 
agreed with APs performing a detailed respiratory examination, including history taking, 
recognition of common respiratory conditions, asthma, chronic obstructive pulmonary 







Strongly Disagree Disagree Undecided Agree Strongly Agree
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Table 4.9.3 – Question 7.3, Combined Data  
 
 
Question 7.4: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Manage acute respiratory emergencies including severe asthma, 
exacerbation of COPD, acute pulmonary oedema?   
 
Table 4.10.1 – Question 7.4, Numerical Data  
Of the 27 respondents surveyed, 70% (19) stated that they agreed with APs managing acute 















pulmonary oedema on their behalf. 11% (3) strongly agreed while 15% (4) remained 
undecided. 4% (1) of respondents stated that they disagreed with APs performing this task 
and no respondent stated that they strongly disagreed.  
Table 4.10.2 – Question 7.4, Percentage Data 
 
Of the overall respondents surveyed, 81% (22) stated that they either agreed or strongly 
agreed with APs managing acute respiratory emergencies including severe asthma, 







Strongly Disagree Disagree Undecided Agree Strongly Agree
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Table 4.10.3 – Question 7.4, Combined Data  
 
 
Question 7.5: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Perform a detailed gastro-intestinal examination, including history 
taking, differential diagnosis of abdominal pain, recognition of common gastrointestinal 
conditions based on history and examination?   
 
Table 4.11.1 – Question 7.5, Numerical Data 
 
52% (14) of respondents surveyed, stated that they agreed to APs performing a detailed 

















pain, recognition of common gastrointestinal (GI) conditions based on history and 
examination on their behalf. With 7% (2) of respondents strongly agreeing, there were 26% 
(7) stated that they were undecided. 15% (4) respondents disagreed with APs performing 
these tasks with no respondent strongly disagreeing.  
Table 4.11.2 – Question 7.5, Percentage Data 
 
Of the overall respondents surveyed, 59% (16) stated that they either agreed or strongly 
agreed with APs performing a detailed gastro-intestinal examination, including history 
taking, differential diagnosis of abdominal pain, recognition of common gastrointestinal (GI) 






Strongly Disagree Disagree Undecided Agree Strongly Agree
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Question 7.6: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Manage acute abdominal emergencies including administration of 
appropriate anti-emetics and analgesics? 
 
Table 4.12.1 – Question 7.6, Numerical Data 
Of the 27 respondents surveyed, 52% (14), stated that they agreed to APs managing acute 
















on their behalf. With 7% (2) of respondents strongly agreeing, there were 26% (7) stated that 
they were undecided. 15% (4) respondents disagreed with APs performing these tasks with 
no respondent strongly disagreeing.  
Table 4.12.2 – Question 7.6, Percentage Data 
 
Of the overall respondents surveyed, 59% (16) stated that they either agreed or strongly 
agreed with APs managing acute abdominal emergencies including administration of 






Strongly Disagree Disagree Undecided Agree Strongly Agree
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Table 4.12.3 – Question 7.6, Combined Data 
 
Question 7.7: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Perform a detailed neurologic examination, including Hx taking 
recognition of common conditions including migraine, CVA, intracranial haemorrhage 
ect & appropriately manage acute emergency presentations? 
 
Table 4.13.1 – Question 7.7, Numerical Data 
Although 37% (10) of respondent’s survey stated that they agreed with APs performing a 
detailed neurologic examination, including history taking, recognition of common conditions 
including migraine, CVA, intracranial haemorrhage ect and appropriately managing acute 
emergency presentations on their behalf, 37% (10) of respondents also stated that they were 















(5) stated that they disagreed. No respondents strongly disagreed with APs performing this 
task on behalf of GPs.  
Table 4.13.2 – Question 7.7, Percentage Data 
Of the overall respondents surveyed, 44% (12) stated that they either agreed or strongly 
agreed with APs performing a detailed neurologic examination, including history taking, 
recognition of common conditions including migraine, CVA, intracranial haemorrhage ect 
and appropriately managing acute emergency presentations on their behalf. 
 

















Question 7.8: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 




Table 4.14.1 – Question 7.8, Numerical Data 
 
48% (13) of respondents surveyed agreed with APs performing patient assessments and 
appropriate treatment in the surgery on their behalf. With 15% (4) of respondents strongly 
agreeing, indicating that 63% (17) of respondents either agreed or strongly agreed with APs 
performing assessments and treatments in their surgery. 22% (6) were undecided, with 11% 










Table 4.14.2 – Question 7.8, Percentage Data 
Of the overall respondents surveyed, 63% (17) stated that they either agreed or strongly 
agreed with APs performing patient assessments and appropriate treatment in the surgery on 
their behalf. 






















Question 7.9: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Perform patient assessment & appropriate treatment at patients 
home if requested? 
 
Table 4.15.1 – Question 7.9, Numerical Data 
 
Of the 27 respondents surveyed, 45% (12) stated that they agreed with APs performing 
patient assessment & appropriate treatment at patients’ home if requested, with an additional 
22% (6) strongly agreeing. Combined, 67% (18) of respondents stated that they either agreed 
or strongly agreed with APs performing this task. 22% (6) were undecided with 7% (2) 









Table 4.15.2 – Question 7.9, Percentage Data 
 
Of the overall respondents surveyed, 67% (18) stated that they either agreed or strongly 
agreed with APs performing patient assessment & appropriate treatment at patients’ home if 
requested.  
















Question 7.10: To support GP’s in practice would you consider exploring the concept of 
shifting some of the following tasks to Advanced Paramedics within their current scope 
of clinical practice - Recognition/verification of death?              
 
Table 4.16.1 – Question 7.10, Numerical Data 
Of the 27 respondents surveyed, 77% (21) stated that they either agreed, 48% (13) or strongly 
agreed 29% (8) with APs performing the task of recognition and verification of death on their 
behalf. 15% (4) of respondents were undecided, while a remaining 4% (1) either disagreed or 
4% (1) strongly disagreed with APs performing this task on their behalf.   















Of the overall respondents surveyed, 78% (21) stated that they either agreed or strongly 
agreed with APs performing the task of recognition and verification of death on their behalf. 












































































































































Question 8: In your opinion what additional knowledge/competencies would an 
Advanced Paramedic require to be most beneficial to support you in your practice? e.g 
catheterisation, phlebotomy, diagnostic tests, etc? 
 
Of the 27 respondents surveyed, 20 skills/competencies were identified by GPs that they 
considered APs should have, that would be most beneficial to support them in their practice. 
Table 4.17.1 – Question 8 Numerical Data, provides a graph view of these competencies. Of 
the 20 skills/competencies identified by the GPs, 13 of these competencies (highlighted in 
red) are routinely carried out by APs currently. 23% (11) of respondents identified 
phlebotomy as the most beneficial skill which currently forms part of basic AP training and 
clinical practice.   
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Pulmonary Function Test/Spirometry Acute Urinary Retention
Phlebotomy Sutering/Wound Care
Minor Surgery Musculoskeletal Injuries
Trauma Percribing of Medications
Diagnostic Testing Provide Out-of-Hours Service
Minor Injureis Care/Management Patient Assessment/Hx Taking
Pneumothorax Management Fracture Management
Recognition of Anaphylaxis Vaccinations
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Home Visits Catheterisation Psycological Assessments
ECG Pulmonary Function Test/Spirometry Acute Urinary Retention
Phlebotomy Sutering/Wound Care Minor Surgery
Musculoskeletal Injuries Trauma Percribing of Medications
Diagnostic Testing Provide Out-of-Hours Service Minor Injureis Care/Management
Patient Assessment/Hx Taking Pneumothorax Management Fracture Management




Community Paramedic Scope of Clinical Practice Pilot Project 
Interreg V Project Submission 
Community Paramedic Scope of Practice 
Scope of practice – definition: 
The procedures, practices and processes that a community paramedic may perform. 
Assumptions: 
For the purposes of this project, the Community Paramedic scope of practice will 
include 
• for NAS Community Paramedics the existing scope of practice of PHECC registered 
Advanced Paramedics; 
• for NIAS and SAS Community Paramedics the existing scope of practice of HCPC 
registered Paramedics. 
Principles: 
Community Paramedics will, in addition to their existing Paramedic/Advanced 
Paramedic 
scope of practice, provide the following: 
• Clinical assessment and treatment of low acuity illness and injury; 
• Assessment and treatment of patients in a community setting without ambulance 
transport to an Emergency Department, where appropriate; 
• Referral of patients for follow-up or further care to community based services, 
where 
appropriate. 
• Health promotion and lifestyle guidance 
Community Paramedic – scope of practice: (In addition to existing skillset) 
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Scope of practice for each of the three participating services may vary as it will 
require 
integration with existing ambulance service and wider healthcare system practices and 
service delivery. Medication dispensing is subject to relevant legal and other 
provisions. 
Each service will define a specific scope of practice for its community paramedics, 
using this 
document as a guide. 
The following are indicative and not intended to be restrictive. 
1. Patient assessment 
• Clinical assessment of common minor injury and illness, common chronic disease 
(see Table 1 below); 
• Social assessment – eg ability to self care, social supports; 
• Capacity assessment – patient decision making capacity, consent to treatment; 
2. Decision making skills 
• Differential diagnosis of common low acuity illness, injury and chronic disease (see 
table 1 below) 
• Treatment, discharge and/or referral decisions 
3. Patient treatment (see also Table 2) 
• Minor surgical procedures 
• Limited medication dispensing (protocol based; subject to local legal provisions) 
4.. Interdisciplinary working 
• Collaboration with other healthcare professionals in the community setting 
5. Health prevention and promotion 
• Identification of potential health risks of patients (eg alcohol, tobacco, sedentary 
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lifestyle, poor nutrition etc) 
• Provision of advice on healthy living 
Table 1 Low acuity illness/injury suitable for community paramedics 
Minor wounds and lacerations, animal bites 
Boils and abscesses 
Soft tissue injuries, sprains, minor joint dislocations 
Minor burns 
Insect bites/stings, minor allergic reactions 
Soft tissue infections 
Epistaxis 
Foreign bodies (ENT) 
Toothache 
Falls/mobility issues 
Seizure in known epileptics 
Hypoglycaemia in known IDDM 
Urinary catheter problems 
Upper respiratory tract infection 
Asthma/COPD minor exacerbations 
Uncomplicated gastroenteritis 
Fainting episodes (uncomplicated, < age 35) 
Table 2 Procedural skills for community paramedics 
Wound care, local anaesthesia,suturing 





Foreign body removal (ENT) 
Joint reduction (minor dislocations) 
Urinary cathererisation 
Tetanus toxoid vaccination 




Dr David McManus, Medical Director, Northern Ireland Ambulance Service. 
Dr Cathal O’Donnell, Medical Director, National Ambulance Service. 


















Thematic Analysis Mind Map  
 
 
 
